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Che Sit Richard Statvell Oration. 


FIVE MEN. 


By Sim Daryr Linpsay, LL.D. 


(Honoris Causa, Australian National University, 
Canberra.) 


I HAvE chosen the title of “Five Men” for my talk this 
evening for the reason that their names are of your pro- 
fession, and I thought perhaps that a layman’s observations 
on them might be of some interest to you. Four of them 
are great men who have left an indelible mark in their 
achievement, and their names will go down in history. 
Sir Henry Newland is fortunately still with us. The 
fifth man was not a great man, but he was an exceptionally 
interesting one, and it is because of my intimate knowledge 
of him that I feel justified in bringing him into so holy 
a circle. 

It is not for me to assess the standing of these men 
in your profession —that is outside my knowledge; all I 
can attempt to do is to try to give you a picture of them 
as I see them from my angle of vision. Most people show 





1 Delivered at a meeting of the Victorian Branch of the 
British Medical Association on October 2, — at the Royal 
Australasian College of Surgeons, Melbourn 


different sides of their character to different people. I 
will attempt to give you the side they showed to me. 
The first name on my list is Hamilton Russell. 


Hamilton Russell. 


Hamilton Russell as I saw him had a sensitive and 
aristocratic mind. I understand that he was a great and 
original surgeon, who influenced all who worked with 
him and under him. His name will always be a legend at 
the Alfred Hospital. 

But outside his profession I think of him as a lonely 
man, who kept the door closed on his innermost thoughts. 
Although friendly, he held himself a little apart and 
seemed a mixture of wisdom, cold cynicism and on 
occasion great kindness. He had the face of an ascetic 
priest of a very high order, but was lacking in red blood 
and a real sense of humour; I never felt that he was a 
happy man. 

I was about 15 or 16 when I first met Hamilton Russell 
at the dinner table of a friend of my father. He said 
very little, but I was fascinated by his aristocratic and 
almost saintly face, with its smooth, ivory-like skin. 

I did not meet him again until after the first World 
War, when I got to know him more intimately. He used 
to ask me to dine with him at Cliveden, generally alone, 
which was a great compliment to a young man; but 
Hamilton Russell seemed to cultivate young men. Some- 
times he would play to me for an hour—he had a most 
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sympathetic touch on the piano—or would tell me about 
Jan Kubelik and Paderewski and other great figures in 
the musical world. He was interested in art, and sup- 
ported and helped some of the younger artists of the 
day; but young as I was, I did not feel that he had any 
particular taste in this direction. 


With the arrogance of youth I would often differ with 
his opinions about art; but with a sublime indifference — 
born, I dare say, of great wisdom — he would go to sleep, 
later to wake and adroitly change the subject. 


He had a habit of ignoring anything or any subject he 
did not wish to discuss, and the conversation was often 
interrupted by periods of disconcerting silence — or sleep. 
He reminded me of Wilson Steer, the great English 
painter, who had the same trick of going to sleep —or 
appearing to go to sleep—and, like Steer, when he woke 
he would make some very profound remark. 


He seemed to me to be very preoccupied, and even a 
little curious, about people we both knew, and he was 
particularly interested in their domestic relations and had 
very fixed ideas as to the basis of domestic happiness. 
He once gave me an instance of what in his opinion was 
the perfect marriage. He did not know—and I could not 
tell him—that I had spent nights and nights in trying 
to patch up a dreadful domestic mess in that household. 
It seemed to me that his psychology was sometimes that 
of the wise virgins. 


‘I saw a great deal of “Hammie” one way and anotlier — 
at the Hugh Devines’ or the Maclures’ at dinner, and some- 
times he would telephone and say he was coming down 
to tea that afternoon. He might arrive at 12.30 for 
lunch — rather devastating to my wife, who generally rose 
to the occasion. One day when we were sitting down to 
lunch the telephone rang. It was the Alfred Hospital — 
they had been waiting for him for an operation since 
11 o'clock. 


An absent-minded man, Hamilton Russell was the worst 
driver I ever sat beside. I am not a nervous person and 
know the thrills of steeplechasing, but he terrified me. 
He once drove through the intersection of Collins and 
Swanston Streets at 5.30 against the policeman, with 
screaming brakes and curses hurled at him from all sides; 
but he drove serenely on, oblivious, as far as I could see, 
that we had escaped a smash by inches. A six-day tour 
in England reduced me to a nervous wreck, and I invented 
a lying excuse to leave him at Oxford and return to 
London safely by train. I am glad that I did, since the 
next time I saw him in London he had with him a nephew 
with a broken collarbone—the result of “Hammie’” getting 
into reverse gear going up a hill in Bath. 


He once took me with him on a round of visits to 
leave Christmas presents for the children of some of his 
young medical friends. He gave a doll to a lovely little 
girl, and after he had patted her on the head we drove 
away. After one of those periods of silence he said: 
“Charming child —a pity she has to grow into a woman.” 
It was an observation that made me think, and threw a 
certain light on his life and possibly on why he remained 
a bachelor. 


I am pleased to think that I was partly responsible 
for the portrait of him that hangs in this College. Alan 
Newton and Fay Maclure asked my advice; I suggested 
George Lambert, and it was left to me to arrange a 
meeting between these two very different characters. This 
‘was not very easy to fix; Lambert was a brilliant, arrogant 
and conceited man, and not easy to nail down. In his 
opinion he was just as important in his profession as 
Russell was in his. He wrote: “What manner of man is 
your friend Russell? Is he the sort of man I would be 
interested to paint?” Lambert was in Sydney and 
demanded that Russell should come to him. “Hammie” 
was not used to being treated in so cavalier a manner, 
and it took all my diplomacy to get him up to the scratch; 
but -I had warned Lambert that the old man had the 
chabit of dropping off to sleep. Lambert wired back: 
“Tell your friend Russell to bring with him some kind of 


dope to keep himself awake, otherwise I shall paint him 
asleep — the idea rather intrigues me.” 

“Hammie” returned to Melbourne after the first sittings 
@ somewhat chastened man, and asked me to lunch. 
“Extraordinary man, Lambert”, he said. “Talked to me 
like a stable boy.” 


I found out later that if “Hammie” went to sleep 
Lambert would shout “Hold up there!” or crack a stock- 
whip. Lambert was a wonderful mimic and a great 
raconteur and had a charming baritone voice, so he Kept 
Russell awake by singing and telling him stories. But if 
the head began to drop, out would come the stock-whip. 


I believe Lambert spent over 60 hours on this portrait, 
and they ended up great friends with a vast respect for 
each other. The result is one of the best portraits 
painted in this country, and shows to perfection Hamilton 
Russell in his later years. It is a penetrating likeness of 
a great surgeon by one of our greatest painters. 


Henry Simpson Newland. 


The first time I saw Henry Newland was in France in 
1916. He was then Surgical Specialist in the Third Aus- 
tralian Casualty Clearing Station, which was stationed 
near Poperinghe. He was pointed out to me with great 
pride by one of his theatre orderlies, an old friend of 
mine, now a very prominent business man in Melbourne. 
I learned from the orderly that the unit had just come 
back from the front, and that during the Bullecourt stunt 
the Colonel had taken all the major cases and operations 
for the first two days with practically no sleep at all. My 
memory of him then was of a spare, wiry-looking man 
with a serious face and lips drawn close together in con- 
centration as he passed us on the duckboards. Little did 
I know that he would be my commanding officer two years 
later, when I was posted to the Queen’s Hospital, Sidcup, 
as Official medical artist. 


My going to Sidcup came about through a casual meeting 
with Colonel Jock Anderson and Sir Neville Howse at 
Horseferry Road — they wanted somebody who could draw 
medical diagrams for Newland. Would I go down at once 
and see Newland? I was due back in France the next day, 
but they fixed up an extension of leave, and it was not 
until months later that I discovered I had been “A.W.L.” 
for 30 days. Nobody seemed to know where I was. 


I reported to the Colonel the next morning; he was on 
the way to the theatre, and he asked me to come along 
and we would have a talk at lunch-time. I can see him 
now, standing with his gloved hands clasped together 
waiting for the patient to come in from the anesthetic 
room, He explained to me that he was going to do the 
second stage of a rhinoplasty for the restoration of the 
nose; he said I could leave if it upset me. I had seen 
a good deal of blood one way and another, and it did not 
worry me. He got to work explaining a point here and 
there, but mainly he was absorbed in the job. 


I became fascinated by his dexterity, but I was really 
more concerned with my own thoughts: how was I going 
to translate what looked like a mess of fiesh and blood 
into a diagram that a student could understand? We 
had a talk at lunch-time, and I confessed and told him 
that Jock Anderson and Sir Neville Howse had “sold him 
a@ pup” in me, that I knew nothing about anatomy, and 
it was doubtful whether I had the capacity to do the 
job. ‘With a smile on his rather severe face, he asked me 
if I would try it. I have no regrets, as I became intensely 
interested in the work and grew to have the greatest 
respect for this highly imaginative surgeon. 

I soon learned that the hospital staff was rather in 
awe of the Colonel. He was a disciplinarian and kept 
everybody on their toes. He never spared himself and 
expected everybody to keep up with him. It was not until 
I had worked under him for some months that I had the 
opportunity to “get under his skin”. He took me to dinner 
in London one night, and over a bottle of claret told me 
something of his life. He told me a story about 

, another about Sir Arthur Keith, whom I was 
to know later, and talked of other things. I realized that 
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behind the blue-grey eyes was a man of wide knowledge 


’ and scholarship with a great understanding of humanity. 


We have shared many a bottle of wine since, and the 
conversation has always been to my advantage. 


Outwardly a rather austere man until one got to know 
him, he kept his emotions under control —I believe there 
is‘a touch of shyness in his make-up. But I remember 
once when his controlled emotion got the better of him. 
It was the day of the armistice, 1918. The Colonel had 
been to the dispensary, and we met on the ramp and 
passed the time of day. “Interesting news, Lindsay”, he 
said, and might have been commenting on a minor topic 
in The Times. But as he spoke he was unconsciously 
snapping some tubes of tablets in his hands, and the 
tablets were falling on the ramp. It was, I think, a deeply- 
felt suppressed emotion of a man who had seen the war 
in all its phases, and now it was over. 


Few men in the medical profession in Australia have 
received more honours than Sir: Henry Newland, and few 
have been more worthy of the honours which have been 
showered upon him. During the first World War he 
received the D.§.0.; in 1919, the C.B.E. In 1928 he was 
knighted for his great services to the profession. Then 
followed F.R.C.S. (Honorary), Edinburgh; LL.D. (Honoris 
Causa), University of Melbourne; D.Sc. (Honoris Causa), 
University of Western Australia; Gold Medal of the British 
Medical Association in Australia; Gold Medal of the 
British Medical Association (England). 


This is a great record of achievement. But as I see 
him, he never worked for honours; they came his way 
naturally for his great service to his profession and to 
his ‘country. 


Apart from his ability as a great surgeon and the 
honours that have come his way through his profession, 
he has other and equally important qualities. Henry 
Simpson Newland has a solid background; he comes of 
a family of fine traditions, and one has only to look into 
the Newland family record in South Australia to know 
why he is the man he is. His father and grandfather 
were great pioneers, and their name is writ large among 
those early settlers who laid the foundations of that 
State. Sir Henry Newland has inherited this fine tradition 
of service to his country. Although not large in stature, 
in character and intellect he is an outsize among men. 
He is a man who has always put his ideals—and they 
are high ones — before office. 


A man always ready to champion any good cause, he 
has not only played a leading part.in the medical history 
of Australia, but has applied his imaginative and logical 
mind to civic affairs in the public interest. I feel that 
he has most, if not all, the qualities we look for in a 
public figure— devotion to his profession, the highest 
principles, a wide knowledge of affairs, a humanitarian 
outlook — and on top of it all he is a man of the world 
and a delightful companion, who loves a good story over 
a bottle of wine. -What more could one ask? 

It has been my privilege and good fortune to have 
worked under him in a minor capacity, and in the years 
between to know him intimately and be numbered among 
his numerous friends. I can never repay his kindliness 
and understanding to a young subaltern. 


Henry Tonks. 
Had I not gone to Sidcup to work under Newland I do 


net suppose I would have met Henry Tonks. Tonks had - 


taken medicine as his profession, and at 25 was demon- 
strator of anatomy at the London Hospital and acted as 
house surgeon to Sir Frederick Treves. A year later he 
took his F.R.C.S.. Treves thought highly of Tonks and 
predicted for him a brilliant’future as a surgeon: During 
these years Tonks had been studying drawing at the 
Westminster School under Brown, and when Brown was 
offered the ip at the Slade School of Art at 
the University of Tendon he asked Tonks to join him as 
teacher of drawing and anatomy. Tonks, who knew his 
own mind, did not hesitate, and at 27 threw up a brilliant 
future in medicine to become an artist. Some years later 





he succeeded Brown as professor, and under his direction 
the Slade School became the most important art school 
in England. 

My first meeting with Tonks was at Sidcup, where he 
was putting in a day a week doing diagrams and drawing 
for Harold Gillies. I was struggling with a- drawing 
and became aware of being overlooked by a tall, hatchet- 
faced man, who looked like a cross between a Roman 
emperor and a wedge-tailed eagle. He asked me what I 
was doing, and I said “Trying to draw”. He said “I’m 
glad you said ‘trying’, which is the best that can be said 
of it; but I think I may be able to help you”. 


Thanks to the kindness of Henry Newland, I was 
allowed to go to the Slade one day a week to study under 
Tonks. The Slade opened up a new world to me. Under 
Tonks it had produced the most brilliant painters and 
draughtsmen of the day —Philpot, McEvoy, Orpen, and 
many others; but the most outstanding of them all, was 
Augustus John, whom Tonks described as the most gifted 
student he had ever had. John, a Welshman, was so full 
of energy and spirits that he could not keep still, and 
one day, to use Tonks’s words, “In a moment of. . 
exuberance took a high dive into the sea, hit his head 
against a rock, and came out a genius”. Tonks, with his 
Piercing hawk-like eye, was an intimidating person, and 
the students at the Slade were terrified of him. There 
were stories of girl students jumping out of second-story 
windows or wanting to drown themselves at a critical 
word from the master. To one, after looking at a dismal 
drawing for some minutes, he said “Have you ever done 
any washing?” and, being answered “yes”, added “Don’t 
you think you are wasting your time here?”. 


My third lesson from Tonks led me into saying “I’m 
sorry, but I don’t know what you are talking about. I 
know the meaning of the words, but not their application 
to art.” This so staggered Tonks that he stalked from 
the room and an hour later sent for me. The other 
students looked at me with sorrow as one condemned to 
the gallows. It was an interesting conversation — or 
argument —and ended in my being asked to supper with 
him the next Sunday night. 


I did not realize until later that to be asked to supper 
at the Vale on a Sunday night was to be admitted’ into 
the holy of holies. On that night there were Wilson 
Steer, George Moore, Tonks and myself, and I was put 
through the hoops. There was no guessing and one had 
to stand up to one’s opinions. 


I had many dinners at the Vale, and I never heard 
better conversation anywhere. It was ribald and full of 
meat, with Tonks calling the tune. Underneath his 
austerity Tonks was a shy, modest man, but he had the 
most fastidious taste of anyone I have met. This applied 
to people, painting, conversation, writing, food and wine. 
He demanded the best and would not tolerate anything 
second-rate. The dinners at the Vale were perfect — never 
more than four, which Tonks held was the perfect number 
for good conversation. 


The food was excellent—soup or fish, lamb or an 
Aylesbury duck, cheese and fruit, and the best wine that 
Berry could provide. -Although he lived simply, it was 
always the very best for his friends. 


Mary Hutchinson, the wife of the celebrated King’s 
Counsel, described him as being a mixture of “a duke, a 
monk and as wise as a countryman with his plough”. 
These qualities he showed to his friends; but his art, his 
great passion in life, he kept to himself. He was a proud 
man, and if he had a weakness it was that he could not 
tolerate criticism of his work from ill-informed people. I 
was present once when General Furse, Director-General 
of Medical Services, and an old friend of Tonks, called. 
We were looking at a pastel drawing that Tonks had 
done. It happened to be a drawing of my wife which, I 


think, is a masterpiece of draughtsmanship. Furse, with 
the arrogance of office, said “Surely the left eye is a little 
wrong, Tonks”. 
looked at this drawing for three minutes. 
at it for five days. 


Tonks, white in the face, said “You have 
I have looked 
How dare you pass an opinion?”. 
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Furse was shown the door and told not to come back 
until he could mend his ways. 


There is a very good picture of Tonks in the “Lives 
of the Fellows of the Royal College of Surgeons”: 


He was very tall. Very thin and very caustic, living 
the life of an ascetic epicure. But a few minutes con- 
versation would disclose humour and a sympathy with 
youth. He nourished the most conscientious side of 
everybody he influenced and to know him was to be 
influenced at once. The spell of trying to gain or keep his 
approbation never broke. His face‘did not easily register 
pleasure but the brilliant eyes over the formidable nose 
glowed with sincerity and positive hunger to behold 
excellence. 

Tonks was without exception the most interesting and 
remarkable man I ever met. He was a great student, 
widely read in the classics and the best modern writers. 
He had no time for half-baked intellectuals. He was a 
magnificent draughtsman, and possibly the finest teacher 
that England has produced in the last 100 years. He 


knew practically everybody who was worth knowing in his 


day, and his comments on people, from prime ministers 
down to servant girls, were profound and very much to 
the point. My friendship with Tonks, which began at 
Sidcup, lasted until a few days before his death. Joseph 
Hone, in his “Life” of Tonks, wrote that he opened his 
heart to two people, Collins Baker and Daryl Lindsay, 
and this, I feel, is the greatest tribute that has come my 
way. His friendship and advice changed the whole course 
of my life. 


Fay Maclure. 


It would be wrong to say that Fay Maclure was a 
typical Australian. He was much too rare a person for 
that broad term; but no one could ever mistake him for 
anything else’ but an Australian, as there was something 
in his make-up that was racy of the soil of this country. 
With all his brilliance as a great surgeon, he still belonged 
to the type of Australian that leaned against veranda 
posts with his hands in his pockets and his hat tipped — 
over his eyes. 


I first met him at Sidcup, and the friendship lasted 
until I saw him a few days before his death. At Sidcup 
he was known as “Peter Doody” because of his rather 
unmilitary appearance—an ill-fitting service jacket, 
puttees badly put on and possibly inside-out, a battered 
cap, and a habit of drooping his mouth when thinking. 
His dry sense of humour made him popular with everyone. 


It seems scarcely fitting that a layman should comment 
on the technicalities of surgery; but in the year when’I 
was at Sidcup, and since, I have seen many eminent 
surgeons operate, and this experience has given me the 
basis on which, with all humility, I feel I can form some 
kind of opinion. Technical skill must be one of the first 
attributes of a great surgeon, but it is by no means 
the end-all of the business. Unless it is allied to an 
analytical and philosophical mind, it can become just a 
piece of highly skilled carpentry. 


To watch Maclure make an incision was to realize that 
here was a man who knew exactly what he was going to 
do and why. (He once said to me that in teaching 
students “why” was the most valuable word in the English 
language.) There was no indecision —a knife directed by 
a mind that was clear and full of confidence —and so it 
went on through all the stages of an operation. 


But to me there was er side of his work that 
interested me even more —his originality of thought and 
his acute observations; every case was a new problem, 
and he brought to it something essentially his own. I 
believe his colleagues and the students who came in daily 
contact with him in the consulting room and in the lecture 
theatre would agree that he had the qualities of a highly 
skilled surgeon combined with the profound knowledge of 
a great physician. He once said “To operate is the last 
resource of the surgeon”. 


If Fay Maclure had not turned his mind to medicine, he 
would have had just as brilliant a career in science or in 


the higher branches of the Criminal Investigation Depart- 
ment. Quite recently Dr. Murray Blair told me a story 
which illustrates to perfection his powers of observation. 


A young man was brought into the out-patient depart- 
ment at the Alfred Hospital, limping on his right leg. 
“What's the matter with this bloke?” asked Maclure. 
There were various guesses, from housemaid’s knee to 
tuberculous hip, high blood pressure, etc. “Don’t guess”, 
said Maclure, “didn’t you notice his watch chain? Five 
medals for football and athletics. What is the most 
common leg injury of a footballer? Internal derange- 
ment of the knee joint. Now go and examine him.” It 
is hardly necessary to add that he was right—the deduc- 
tion was worthy of Sherlock Holmes. 

Born and bred in the country, he had an intimate 
knowledge of the land and an understanding of those 
people who live close to it. To these things he brought 
the same observation and balanced judgement as he 
brought to his profession. 


I was fortunate in accompanying him on two trips to 
the back country of New South Wales. Everybody— 
squatters, country practitioners, publicans, boundary riders 
and deadbeats—knew or had heard of the “Doctor” and 
by bush telegraph knew of his “coming through”. Hach 
had his tale to tell; and as time is of little account in 
such places, we would sit in the shade of a tree or lean 
against a fence and hear the local news. I see him now, 
sitting in a dark hut at the bedside of an old boundary 
rider over eighty, who was in a pretty bad way. The old 
man rambled on—about the early days when men were 
men and the horses worth throwing a leg across. And 
the woman who had recently lost her husband, cheerfully 
battling on with 2000 sheep in rough country, her only 
help a daughter—and they did their mustering on 
bicycles. Maclure had an eye for character, and there was 
always a poker-faced wisecrack or a sympathetic word for 
these simple people living the hard way; but mostly he 
listened and occasionally went to sleep. He had a capacity 
for being able to sleep anywhere, at any time, and in 
any position. I once saw him, while talking to a tank- 
sinker on a blistering day, with the temperature about 
110° F., lean back over the radiator of his car and go 
sound asleep. These are among the things I like to 
remember him by. 


- Fay Maclure seemed to me to be one of those rare people 
born knowing most of the answers..He had a quiet sense 
of humour, a deep understanding of humanity and an 
amazifig fund of common sense. These things he brought 
to the practice of his profession. His philosophy of life 
and his high ideals are perfectly expressed in the words 
he used in the unveiling of the Memorial Tablet at the 
Alfred Hospital on September 28, 1948. What he said 
that day is a lasting memorial to himself and an inspira- 
tion to all who aspire to follow the standards set by 
Hamilton Russell and himself. 


Robert Charles Lindsay. 


The last man on my list is my father. He was educated 
in Belfast and Glasgow, where he took his M.D. degree. ° 
He came to Victoria in the early 1860’s and put his plate 
up at Creswick, then a thriving mining town of some 
20,000 miners, mostly living under canvas. He occupied 
one of the few weatherboard houses, and there is an 
amusing photograph of him standing in front of it in a 
frock coat and very high top hat. 


A few years later he married Jane Williams, the 
daughter of Thomas Williams, the Fijian missionary. My 
mother was the first white girl to be born in the islands. 
She was 19 years of age and had just left boarding school 
when she married my father, and during the next 20 yeuts 
they were very busy producing 10 children. 


As I am the second youngest of 10, my memory of my 
father was from middle age until he died at the age of 76. 
He was a rather stocky, well-built man who carried himself 
very straight and marched rather than walked. He was 
something of a:dandy, dressing in morning coats, tweeds 
and a strange assortment of hats —square-topped bowlers 
of different colours and, in summer, panamas with flowing 
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pugarees. He wore a flower in his coat, and always smelt 
of Javender water and chloroform. 


As a small boy I got to know him very well. I say this 
for it is not given to every son to know his father 
intimately. In his latter years, as I remember him best, 
he was a very charming old man—if you happen to like 
old men; I did. He drove good horses and was something 
of a figure in the district. Those were the days when men 
were judged by their horseflesh, and went to funerals not 
so much out of respect to the dead ‘as for the joy of 
racing each other home or to the nearest hotel. : 


I remember once coming back from a funeral with my 
father when we were passed by the local blacksmith, 
who had a bit of blood between the shafts. My father, 
I imagine, torn between the dignity of his profession and 
the love of the chase, said to the groom: “I think we 
might push along a bit, Ben.” The hint was ail that Ben 
wanted, but he left his run too late. The blacksmith 
came home an easy winner. My father bought the black- 
smith’s horse the next week. 

He often took me with him on his rounds to hold the 
horses, and on many a night I sat outside lonely farm 
houses watching a restive horse. On the way home I would 
drive, and sometimes he would sing Irish songs—“Barney 
O’Hay” or “The Mountains of Mourne”. He always held 
that the Northern Irish and the Scots spoke the purest 
English, and when in the mood would recount stories of 
the early days in short, crisp sentences. One night, passing 
a farm house, he said: “Remember that place — called out 
in the middle of the night — took a bullet out of a man’s 
shoulder —I think one of the Kelly gang—not my busi- 
ness to tell the police.” 


On another occasion, in the Dead Horse Ranges, he 
pointed out a place where he was “stuck up” at 2 o’clock 
in the morning by a man who stepped out into the track 
and asked him the time. ‘Not much time to think — 
gold repeater down my boots—spurs into my horse and 
galloped into the bush. Fired two shots after me.” 


I believe he had a good practice. He invested what 
money he had in gold mines—always the wrong ones. 
He had many stories to tell of the mining field — the 
Midas, the Great Berry Lead Mines, and of the Australasia 
disaster, when they struck old workings and the mine 
was flooded and 22 miners lost their lives. He was one 
of the rescue party and described the incident as “feeling 
my way along a drive — up to the neck in rushing water — 
struck in the face by the hob-nailed boots of a floating 
miner — most unpleasant”. 


I think my father could be described as a well-educated. 


man of his day. He read the classics, admired Disraeli 
and Lord Rosebery, and disliked Gladstone. He liked the 
pleasures of the table and good conversation, and would 
bring a guest home for dinner. and call for a bottle of 
champagne when there was no champagne in the house, 
he suffering under the delusion thdt there was always a 
well-stocked cellar. 


On his periodical trips to Melbourne he would come back 
flushed in the face with good living and stories of 
Fitzgerald, O’Hara and other medical men, and laden with 
exotic foods from Fletcher Chester’s—tinned grouse, 
smoked salmon and limburger cheeses. As my brother 
Reg said, “The old man likes food that stinks”. 


Apart from a flair for clothes and literature, he had 
little esthetic taste. He took a great delight in going to 
sales, and ‘would come home with a buggy full of 
atrocities—tortured cane furniture, pictures of roses and 
swans painted on glass in red plush frames, and all kinds 
of other things. These he would smuggle into the house, 
to be found later by a critical family and held up to 
scorn. 


He had a passion for cold baths, and on the coldest da: 
would stand under the shower and count up to 500 in : 
loud voice so that everybody could hear. He always 
embarrassed timid guests by coming to the breakfast 


table pink in the face and rubbing his hands together — 
“Hope you enjoyed your shower this morning.” 


I believe my father was a good physician. The local 
chemists told me he wrote the best prescriptions they 
dispensed. How good a surgeon he was I do not know. 
He told my brother Lionel that he never minded operating 
except on the brain or for prostate. I have grave doubts 
about his surgery, as once as a boy I was called into his 
surgery to hold the hand of a shivering small boy who 
had -a fishhook in the ball of his thumb. My father 
anesthetized the part and proceeded to make an incision 
when I interrupted him and said: “Not that way, Dad, 
cut it from the top and it will come out easier.” I was 
kicked out of the surgery. Subsequent experience suggests 
to me that I was right. My father had a great charm of 
manner and could get away with all sorts of things. I 
once remember him, with a wave of the hand and a few 
words to the guard, holding up the Adelaide express for 
five minutes while he finished a story to a man he was 
seeing off. He was fond of the sea and when bored by 
family life would go off on a cruise as a ship’s doctor. 
He had an inquiring mind and was always poking his 
nose into strange places. At Hong-Kong he got himself 
into an asylum with a local doctor and arrived back at the 
ship to be greeted by screaming sirens and an irate captain 
at the gangway, who bawled to him: “Do you realize, 
Doctor, you have kept this ship waiting 10 minutes?” 
The old boy replied: “My dear fellow, what is 10 
minutes?”, and I dare say within half an hour was 
entertaining the captain over a whisky and soda. 


He was, I believe, rather proud of his large family; but 
having helped to bring them into the world he took no 
further responsibility and left them to their own devices. 
He was utterly bored with domestic affairs, which he left 
to my mother. It was a case of “Janie, you deal with 
this”, and he would stalk from the house, singing to 
himself. Janie generally did. 


He was very popular and beloved of his patients, and to 
this day there are people still living in Creswick who 
refer to him as “the old doctor’. My father was the 
product of an age before intense specialization —one of 
many hundreds—when the general practitioner had to 
turn his hand to anything, and often at a moment’s notice. 
These men, modest in their way, with their sound common 
sense, in the aggregate made a great contribution to your 
profession, and I cannot help feeling a little proud that 
my father was one of them. I can only add that whatever 
his good points and his failings were, he was a great 
character. 


I had intended adding a sixth name to my list. 
Although the bearer was not of your profession, she might 
easily have been—my mother. She had, I think, the 
qualities that would go to the making of a first-class 
physician; as it was, she was something of a junior 
partner to my father. She vaccinated all the children in 
the district, did all the minor jobs that bored him — 
lancing carbuncles and I believe on occasions setting 
bones —and was at the beck and call of anybody for 
moral and medical advice. The female population pre- 
ferred my father and the male population my mother. She 
could cope with anything, from stopping a bank manager 
from blowing out his brains in my father’s surgery to 
harnessing up a pair of horses in the middle of the 
night to go out to a mining disaster. How she managed 


_ to bring up a family of ten and put up with the irresponsi- 


bilities of my father is beyond me; she was a most 


remarkable woman. 


Conclusion. 


As I said when I set out to speak to you tonight, most 
of my greatest friends belong to your profession. They 
have, each in his way, added something to my knowledge 
of life. They have given me an understanding of certain 
things that I would not have known without their 
intimate friendship. If I have in any small way added 
something to their lives, I am very happy; but I wish to 
pay my tribute to a great profession—possibly the 
greatest of all professions — which has given me so much. 
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THYROIDECTOMY: ONE THOUSAND CASES. I. 


By ALAN PRYDE, 
Honorary Consulting Surgeon to the Thyroid Clinic, 
Launceston General Hospital, Tasmania. 





Criticism: A Story of Mistakes. 


Tue old saying “one learns by one’s mistakes” is not 
a happy one when applied to the surgeon, and still less 
so when applied to his patients. Realizing that I cannot 
add anything new to the vast and excellent literature 
about thyroid surgery, I thought a story of the mistakes 
I have made should be of some interest and possibly of 
some value. 


A previous report covering 50 thyroid operations was 
published in THe MepicaL JOURNAL OF AUSTRALIA of 
June 10, 1944. A second report covering 253 thyroid 
operations under local anesthesia was read at a meeting 
of the Royal Australasian College of Surgeons, Tasmanian 
Branch, on May 22, 1948. This present series includes 
the latter number, and consists of 1000 consecutive 
thyroidectomies, of which I have performed 651 at the 
Launceston General Hospital and 349 in private practice, 
from August 12, 1943, to January 24, 1955. 


I will discuss the mistakes from without inwards, as 
the operation would progress. 


Incision. 


The resultant scar is really of vital importance— 
primarily, I should say, because an ugly scar acts as a 
very definite deterrent to the patient’s friends, who may 
therefore keep on postponing an operation that may 
become more and more difficult and dangerous.’ I have 
made some crooked incisions and some irregular ones. 
The method I now use is, with the patient’s head fiexed, 
to mark the central line of the neck with dye and to make 
two lateral dots. This gives the level and length of the 
incision. A scratch with a knife leaves a permanent scar. 
Probably the best method would be to mark out the line 
of the incision on the day before the operation, with the 
patient sitting up. I still get some surprises at the 
post-operative level of the scar. 


So, though we all know that it is what lies beneath the 
scar that is the important surgical principle, I would 
stress the very great value of a barely visible scar in a 
visible area. 


The length of the incision can vary with the size of the 
goitre, as also the level. If there is a natural skin 
crease, that can be utilized. 


Closing the incision is important. The pretracheal 
muscles and fascie are sewn together with interrupted 
sutures, the lowest one taking all available tissue. I call 
this the “cosmetic suture”, as it makes a thick barrier 
soca prevents the skin from becoming attached to the 

ea. 


The drain tube, which I always use, is brought out 
laterally through the muscle and then through the wound 
close to one end. It is removed at 48 hours and leaves no 
scar. . 

Subcutaneous fat suture is umnecessary. Careful 
approximation of the skin edges with clips applied not 
very tightly seems the most satisfactory method. 


Injection of Local Anesthetic Fluid into a Blood Vessel. 


Five cubic centimetres of 1% “Novocain” solution 
injected into a blood vessel can produce convulsions and 
unconsciousness. This occurred in one case- when I was 
using local anesthesia only. The patient, a female, aged 
45 years and weighing 143 pounds, had a convulsive 
attack followed by un lasting some two 
minutes. She had no nendeueiion of it and ti the operation 
proceeded. The injection was presumably given into a 
vesse] above the upper lobe of the thyroid. The precaution 
of aspirating before injecting must have been omitted. 





After this, Dr. R. Y. Mathew, of the Commonwealth 
Health Laboratory, made some tests with rabbits. We 
found that four cubic centimetres of 1% procaine solution 
induced convulsions from which the rabbit recovered. 
Injection of eight cubic centimetres induced convulsions 
and death. So there appeared to be a fairly safe margin 
in the human. Now I always take the precaution of 
aspirating after five cubic centimetres have been injected 
before injecting further solution. 


Incision of the Trachea. 


On two occasions, including once in this series, I have 
accidentally opened the trachea. As a matter of fact it is 
very easily done. With the head extended over a pillow, 
the trachea presents as a convexity. Dissecting the gland 
from the surface of the trachea, especially if a knife is 
being used, becomes a very dangerous procedure. Less 
extension of the head and the use of scissors make for 
safety. 

On the two occasions referred to, I immediately closed 
the wound in the trachea and proceeded with the operation. 
There was no complication. 


Injury to Recurrent Laryngeal Nerve, 


Paralysis of one vocal cord as an immediate post- 
operative result occurred on three occasions. On two 
occasions paralysis of one cord occurred some months after 
operation. This must have been the result of fibrous tissue 
formation in the region of the nerve. This rather makes 
me doubt the wisdom of routine exposure of the nerve. 
So I do not now look for the nerve, and when tying the 
inferior thyroid artery make the dissection as far as 
possible from the gland, retracting laterally the common 
carotid artery and exposing the inferior ainisha artery 
three-quarters of an inch from the gland. 


Forceful pulling of the gland medially with pressure 
of a retractor on the deep lateral aspect of the gland 
could cause damage to the nerve; this was, I think, the 
reason of its occurrence in two of the cases mentioned. 
The paralysis has persisted, but speech appears normal. 


Horner’s Syndrome. 


Interference with the sympathetic chain producing 
Horner’s syndrome occurred four times. The drooping 
upper eyelid and contracted pupil were noticed at the 
first. post-operative visit within a few hours. In one case 
the signs commenced to clear up within a week. In the 
others they took some months, and in one were present 
12 months later. In this case I think I tied the sympa- 
thetic chain in mistake for the inferior thyroid artery. 
The latter is a very thin-walled vessel and goes into 
spasm with very little handling. I have made it a rule 
not to tie anything that is not pulsating. 


Spasm of the Vocal Cords. 


I have had spasm of the vocal cords occur on several 
occasions. It occurs ‘at any stage of the operation and 
can be rather frightening. In all cases the spasm passed 
over and the operation proceeded without further trouble. 

The introduction of muscle relaxants has been a very 
great boon, and their use has relieved the spasm almost 
immediately in two recent cases. I have had one case of 
spasm of the vocal cords 24 hours after operation. This 
was associated with some degree of post-operative hemor- 


. rhage. Tracheotomy was required. This was prior to the 


introduction of muscle relaxants. 


- Pneumothoraz. 


Pneumothorax occurred twice: It was my practice 
to inject the local anesthetic solution into the region of 
the upper and lower poles of the gland. On one occasion, 
with the needle in position at a lower pole, suction 
produced air. Post-operative X-ray examination of the 
chest revealed a pneumothorax. I have discarded the 
lower pole injection since then. It was a risky. procedure, 
I realize now. I had used it in over 200 cases previously. 
Actually, not infrequently the apex of the lung can be seen 
bulging into the wound when the patient strains. 
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Tetany. 


FE eo tetany occurred 14 times. It may be more 
correct to say that. it was observed. I believe it may be 
masked and not observed if it occurs late, say some 
weeks, after operation. The commonly known signs may 
be absent. This occurred once in this series to my know- 
ledge, but there may have been others. 


In the observed cases tetany was noted usually within 
86 hours of operation, and all patients responded well to 
calcium therapy. 


I do not think that tying both inferier thyroid arteries 
is a predisposing factor in the occurrence of tetany. 


Post-Operative Hemorrhage. 


The wound was reopened in 10 cases because of bleeding 
deep in the wound. I always leave.a small drain tube 
in the angle of the wound. It serves to drain a small 
quantity of blood, but may become blocked. So absence 
of external bleeding is no indication of absent internal 
bleeding. 


The three cardinal signs of bleeding eins in the wound 
are increasing swelling, increasing tenderness and 
increasing discomfort, the last expressed by the patient 
in terms of feeling of tightness and difficulty in swallowing 
and in breathing. 


I think it is better to reopen the wound early, rather 
than to delay, hoping that it will not be necessary. 


In most cases the bleeding has come from the remnant 
of the thyroid gland. Rarely is a bleeding point found. 
The wound is packed, the ends of the gauze strips being 
brought out through a gap between the skin clips, which 
close the wound again. The strips and clips are removed 
in 48 hours. The resultant scar is almost as good as the 
usual one., é 


Tracheotomy. 


Tracheotomy became necessary on two occasions. In 
each case bleeding within the wound had been diagnosed, 
but reopening the wound had been delayed. On each 
occasion an extremely rapid exposure of the trachea was 
performed with the patient in the bed and without any 
preparation, as the patient was now choking. Tracheotomy 
relieved the situation, and the patients were taken to the 
operating theatre for control of bleeding with packing, 
ete. Both recovered without further complication. 


Serous Collection. 


After removal of a large gland, particularly if sub 
sternal, a large hole is left. This does close up consider- 
ably, almost immediately as the lung expands, but a large 
raw area is left. It is occasionally worth packing the hole 
for 48 hours, my if there is a general slight oozing 
of blood. 

From the fourth to seventh day, sometimes a fluctuant 
swelling becomes apparent. This can be aspirated quite 
painlessly with a large-bore needle through the almost 
healed incision. The procedure may require to be repeated. 
The scar is not affected. 


Infection in the Wound. 


The usual post-operative course is for the wound to be 
well healed and the patient discharged from hospital on 
the sixth day. Occasionally a cloudy serous collection has 


been released on the fourth or fifth day, and the patient’s 


stay in hospital may be a further day or two. In two cases 
the collection was frankly purulent and was released by 
probing the incision line. . Healing was delayed some 
days. If the patient’s temperature is raised and the wound 
area is tender on eed the fourth day, I think the use 
of penicillin is justified 


Exophthalmos. 


In two cases of toxic goitre gross exophthalmos occurred 
some months after operation. These might be included in 


the story of errors. However, I feel sure that the 







exophthalmos would have occurred anyway, and the 
causation is still obscure. 

Exophthalmos, when an early sign in toxic goitre, usually 
diminishes with the other signs after thyroidectomy. 


Pyramidal Lobe Enlargement. 


The pyramidal lobe of the thyroid gland is present in 
about one in 10 cases. If a portion is left at operation 
it will enlarge and the patient will later (perhaps 12 
months) present with a lump high in the mid-line of the 
neck. It may be as large as a walnut. I have had this 
happen several times in the earlier cases. It is essential 
to remove the whole of this lobe. It is necessary to have 
firm retraction of the wound and follow the lobe steadily 
up to its apex, sometimes for as much as three inches, 


Treatment of the Recurrent Nodule in the 
Pyramidal Lobe. 


Many recurrent nodules in the pyramidal lobe respond 
to thyroid therapy and rapidly become smaller, but never 
entirely disappear. Those that do not respond may require 
excision if they are unsightly. This is a small operation, 
but not to be undertaken lightly. The nodule is closely 
attached to the trachea or cricoid cartilage and has a good 
blood supply. An incision directly over the nodule is the 
best approach and leaves a well-hidden scar. 


Recurrence after Thyroidectomy. 


On several occasions the portion of the thyroid gland 
left at operation has enlarged. I usually leave a piece 
measuring three by two by one centimetre on each side 
posteriorly. From six months onwards the patient returns 
with one or both lobes palpable or visibly enlarged. 


It is essential at operation to remove all nodules, how- 
ever small. In the case of an apparently solitary nodule 
it is necessary also to examine the other lobe, in which 
occasionally a small nodule will also be found. This 
procedure, and tying the inferior thyroid arteries, should 
reduce the incidence of recurrence. 


The treatment of the recurrence is the same as of the 
pyramidal enlargement. 


Crisis. 


Crisis in thyrotoxicosis was a frequent cause of death 
before the introduction of the “antithyroid” drugs. Not 
uncommonly, death occurred before operation could be 
attempted. Particularly was this the case in nodular 
toxic goitre; in which the use of iodine was not nearly 
so effective as a pre-operative measure as it was in 
Graves’s disease. The introduction of the thiourea type 
of drug revolutionized the treatment of thyrotoxicosis. 


. Post-operative crisis became uncommon and should now 
be rare. It is important, however, to remember the possi- 
bility of its occurrence if treatment with the drug is too 
short. It is wise before operating to continue with the 
drug until all signs of toxicity are gone. This was not 
realized in' the early cases, and one death and several 
crises occurred as a result. 

There were six cases of post-operative crisis in this 
series. Three of these occurred in the cases before the 
use of thiourea and in three cases after. 


One patient died. The others recovered with the use 
of glucose in saline given intravenously, morphine- and 
oxygen. Two were in a very precarious state for 36 hours. 


The use of more modern drugs, such as chlorpromazine, 
may well be of very great help in the thyrotoxic crisis. 


Death. 


The death of his patient must be regarded as the 
surgeon’s greatest mistake. 

In, this series there were seven deaths. 
useful to study these in some detail. 

Cass I.—The patient was a woman aged fifty years, 
suffering from Graves’s disease. She had previously had 


failure, was grossly toxemic, and had marked exoph- 
thalmos. Under “Avertin” and local anesthesia, total 


It must be 
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thyroidectomy was performed on June 8, 1944, and the 
patient was very well. On June. 10, eighty hours after 
operation, she died from pulmonary cdema. 

This case occurred just prior to our use of thiourea. 
The patient was a “bad risk”; but something had to be 
done, and it looked for a time as if we had been successful. 
The use of the antithyroid drugs before operation would 
have saved her life, I think. Today she would have been 
given radioactive iodine therapy, with almost certain cure 
and no operation. 


Case Il.—The patient was a female, aged 33 years. She 
was four months pregnant and presented with a nodular 
goitre with marked signs of toXicity. She was treated with 
thiouracil for four weeks. Operation was performed on 
August 28, 1946, under local anesthesia, The operation was 
uneventful and the vatient spoke on return to the ward 
and took sips of fluids. She was found dGead eleven hours 
after operation. Post-mortem examination revealed an 
embolus of the anterior cerebral artery. 


Two glaring mistakes show here. The pre-operative 
preparation was too short. Now we do not operate until 
the toxicity is no longer present. Every patient to undergo 
thyroidectomy should have a special nurse for the first 24 
hours. That, and the availability of a tracheotomy tray, 
are now routine requirements. 


Cass IIl.—The patient was a female, aged 56 years. She 
had had a large nodular goitre for many years. There 
were no signs of toxicity. She had been easily short of 
breath on exertion for two months. Her blood pressure was 


190/100 millimetres of mercury. Operation was performed on - 


February 14, 1951. The anesthetic consisted of the con- 
tinuous intravenous administration of “Pentothal” and the 
local use of procaine. The large gland encircled the trachea. 
There was intermittent cyanosis throughout, in spite of a 
perfect airway. Four hours after operation she was dis- 
tressed, with noisy respirations. Moist sounds were heard 
all over her chest. At 12 hours her temperature was 102° F., 
her pulse rate was 130 per minute, and her respirations 
numbered 26 per minute. Her temperature and pulse rate 
remained elevated, and she died 40 hours after operation. 
The physicians regarded this case as a thyrotoxic crisis 
of unusual type. I have seen several typical post-operative 
crises in cases‘of apparently non-toxic goitre. They have 
occurred in middle-aged women with nodular goitres of 
long standing. Radioactive iodine investigations in a 
series of these have shown the patients to be euthyroid 
and not “minimal toxic’, as they are regarded in some 


clinics. Nevertheless, I treat all such goitres as potentially 
toxic. Details may be seen under the heading “anesthesia”. 


Casr IV.—The patient was a woman, aged 87 years, who 
presented with a nodular goitre which had been in evidence 
for 18 years. She had some difficulty in swallowing. There 
were no toxic signs. Her blood pressure was 170/105 milli- 
metres of mercury. Operation was performed on June 13, 
1951, under intravenous anesthesia with “Pentothal” and 
local procaine. Half-way through the operation, laryngeal 
stridor developed. This was relieved, but she remained 
cyanosed. The vocal cords were normal and an endotracheal 
tube was passed and left in for three-quarters of an hour. 
Six hours after operation she stirred and opened her eyes. 
At seven hours she became cyanosed and her pulse weakened. 
Eight hours after operation she died. No post-mortem 
examination was obtained. The cause of death was given 
as cardiac failure. 


This death opens up a lot of questions. Would this 
patient have died after hysterectomy or cholecystectomy? 
I do not think so. Why, then, did she die when she was 
not thyrotoxic? I think,the vital period was the anoxemia 
resulting from the laryngeal spasm. The fact that she 
had hypertension was also probably a factor. 


Case V.—The patient was a woman, aged 68 years, who 
had had a goitre for 15 years. Recently it had become more 
noticeable. She complained of occipital headache. On exami- 
nation of the patient, in the mid-line of her neck there was 
a firm nodule, extending substernally. Her blood pressure 
‘was 190/90 millimetres of mercury. There were no signs of 
toxicity. Operation for removal of the nodule was performed 
on June 19, 1951, under intravenous “Pentothal” and local 
‘aneesthesia. Two further nodules were found, one deep on 
the right side and one deep on the left side, both substernal, 


Most of the gland was removed with some difficulty. Neither 
inferior thyroid artery was tied. Her post-operative pro: 


sTess 
‘was normal, and she was discharged from hospital with a 
healthy, healed wound on the eighth day. She reported back 


“marrowed the trachea. 


@ month after operation, complaining of very bad headaches 
and of not sleeping. Her. blood pressure was 185/90 milli- 
metres of mercury. The neck appeared normal. Ten days 
later she appeared with gross swelling of the neck and 
some difficulty in breathing. The wound was opened and 1 


great quantity of black, clotted blood was removed. The 
wound was packed and closed, and I thought the episode 


concluded. However, free oozing continued, and the wound 


was again opened and packed. At this stage the wound 
appeared as a black cavern, in which there yas no discernible 


feature and no particular bleeding spot. n spite of firm 
packing, bleeding continued, and the wound was _ again 
opened and packed. Blood transfusions and a}l other aids 
were ineffective, and she became weaker and weaker and 
died six weeks after operation. No post-mortem examination 
was obtained. The cause of death was given as hzmorrhagzge. 

Case VI—The patient was a man, aged 46 years, who was 
admitted to hospital with congestive cardiac failure and 
thyrotoxicosis on February 2, 1951. He was treated with 
antithyroid drugs, and was discharged from hospital on 


May 10. When examined on September 27 he was much 
improved. On November 18, 1951, he was admitted to hospital 


with acute appendicitis, and appendicectomy was performed. 
He progressed so well and appeared to be so well that it 
was suggested that he should have his goitre removed 


while he was still in hospital. On December 7 thyroidectomy 
was commenced under intravenous “Pentothal’ and local 
anesthesia (05% procaine solution). Half an hour after 
the commencement of the operation his heart ceased beating. 
The operation had proceeded quite normally until then. 

Again the question arises, why did he die after success- 
fully negotiating an appendicectomy? I think we must 
accept the fact that there is some risk in operating in 
the region of the deep tissues of the neck. Apropos of 
this, I think extravasation of blood in these same deep 
tissues causes distress out of all proportion to the quantity 
of blood. Nowadays this patient would have been treated 
with radioactive iodine and not surgically. 


Case VII—The patient was a woman, aged 49 years. She 
had had a goitre for 25 years, and it was increasing in size. 
The goitre was nodular and extended substernally. X-ray 


examination showed that the trachea was pushed consider- 
ably to the right. There were no signs of toxicity. Operation 
was performed on July 18, 1952. Nitrous oxide, oxygen and 


cyclopropane anesthesia was used, with local anesthesia 
(0-5% procaine solution). Towards the end of the operation 


there were signs of cyanosis and collapse. A left pneumo- 


thorax was found and relieved. She never regained con- 
sciousness, and lived for 11 days. No post-mortem examina- 
tion was obtained. 


Comment. 


The mortality rate for the 1000 cases was 0:7%. The 
cause of death in each of the seven cases was different. 
In only three were there signs of toxicity before operation. 
The other four had the following factors in common: 
(i) The patients were females. (ii) The patients were in 
the middle-age group. (iii) The goitres were nodular and 
of many years’ duration. (iv) The goitres were moderately 
large, of an average weight of 200 grammes. (v) The 
goitres were situated deeply. (vi) The patients all had 


some pressure symptoms. 


Anesthesia. 

I have acknowledged my mistakes in the injection of 
the local anesthetic agent. Perhaps I may comment on 
the mistakes of the anesthetists. On second thoughts, I 
will say only two things. 

First, only a specialist anesthetist should be employed 
for thyroidectomy. Secondly, I dislike the use of the endo- 


tracheal tube. It is unnecessary, however displaced or 
When the tube is -withdrawn the 
trachea may collapse, 

I have seen this happen, and on this occasion stitched 
the wall of the trachea to nearby structures with success. 
On those rare occasions when a tube has been passed, I 
insist on its withdrawal before closing the wound. 

The following is the method of anesthesia I prefer. 

Premedication consists of the administration otf 


“Omnopon” (one-third of a grain) and scopolamine (one 
one-hundred-and-fiftieth of a grain), one hour before opera- 
tion. For patients aged over 60 years, atropine (one one- 
hundredth of a grain) is substituted for the scopolamine. 
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The continuous intravenous administration of dextrose 
(4%) in one-fifth normal saline is. commenced. Thio- 
pentone is injected via the tubing. When the patient is 
asleep, the local anesthetic: agent is injected sub- 
cutaneously and deeper. The anesthetic solution is 05% 
“Novocain” in normal saline, to six ounces of which is 
added one cubic centimetre of ephedrine sulphate solution, 
one in 1000. Thiopentone is injected via the tubing as 
required. Oxygen. is administered intranasally as required. 

I believe the continuous intravenous use of fluid a 
most important part of the operation. If the patient has 
been toxemic, the administration of fluid is continued for 
a second pint, also if she has lost more blood than 
usual, . 

I have.seen no ill effects whatever. Of the 349 cases in 
private practice, in 268 the anesthesia was carried out in 
this manner. There was one death, and that one the death 
from hemorrhage six weeks.after operation. There were 
no complications of note as a result of the anesthesia. 


Conclusion. 


The mistakes made during a series of 1000 thyroidec- 


tomies are dis8cussed and some -remedies for them 


suggested, 
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SUBDURAL HYGROMA? 





- By J. Bryant Curtis, 
Melbourne. 





Or recent years there has been a great deal of interest 
in the subdural space im cases of head injury, but it has 
been concerned with cases of subdural hematoma com- 
plicating closed head injuries {in the acute, subacute or 
chronic phases. The pattern of these has come to be 
fairly well understood, and most of us are ever aware of 
this -possible complication, so that its possible existence 
is not often overlooked. On the other hand, it not 
pivots groaned happens that the finding of a chronic sub- 

ral hematoma is a most welcome surprise, when a less 
tavoundas condition has been suspected. 

In general, it, has been found that subacute and chronic 
hematomata have a good prognosis if treated adequately, 
and that acute subdural hemorrhages have a very poor 
one, being usually associated with severe cerebral damage 
and laceration. In the same way, the condition of sub- 
dural hematoma occurring in newborn or young infants is 
also well recognized, largely owing to the work of 
Ingraham and Matson (1944). ; 

The group of cases in which there occurs a subdural 
collection of clear, colourless or yellow .fluid, usually fol- 
lowing trauma, is not so well appreciated, and it is this 
group of cases which I intend to discuss. The condition 
has been variously described as traumatic serous menin- 
gitis and pachymeningitis serosa, but Dandy (1932) 
labelled it subdural hydroma, and by this name, or 

it is most commonly known. Others have called 
it subdural effusion; but in the absence of certain know- 
ledge of its origin, it is perhaps better to call it “sub- 
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dural collection”. From a study of the literature and from 
my Own series of cases it would appear to be potentially 


rewarding if thought of, looked for and treated. 
I have not been able to find much literature on the 
subject, the majority of papers being concerned with 


reports of very small series of cases. Dandy (1932) deals 
with it well. Payr (1916) described it as a complication 
of tangential gunshot wound injuries of the skull, and 
this old paper is most thorough and informative. It is 
interesting to find that Abbott, Due and Nosik (19438q, 
1948b, 1948c, 1948d) described a similar complication 
occurring in 10 of 37 cases of brain injury secondary to 
blast concussion in the second World War. Naffziger 
(1924) drew attention to the condition and described the 
beneficial results of operative treatment, but gave’ no 
details of his cases. But it is McConnell in Dublin who 
has provided the greatest amount of information, with a 
series of papers discussing the clinical manifestations, 
X-ray and pneumoencephalographic findings and operative 
treatment (1941, 1942, 1943, 1944, 1951, 1953), and Wycis, 
of Philadelphia (1945), made an excellent contribution 
with a detailed report of seven cases. 


The present paper presents a further series of 13 cases 
in adults and seven cases in babies, which I will discuss 


in separate groups. 


THE ADULT SERIES. 


The adult series divides into two clears groups —an 
acute group of six cases and a subacute and chronic group 


of seven cases. 


Acute Group. 
Of the six patients in the acute group, four died in 


the early stages, one died some months later, and one 
made a full recovery. All these cases were obviously 
patients with severe brain injury, being in a» state of 
coma on their admission to hospital shortly after injury. 
Some showed signs of mid-brain injury. Operation was 
carried out in all cases because, after an initial improve- 
ment in the level of consciousness and neurological state, 
there was a progressive deterioration which was sometimes 
very rapid. Operation was carried out at periods varying 


from the first 24 hours to the fifth day. 


A private patient had, in addition to his head injury, a 
traumatic tension pneumothorax and fractured right femur. 
On the second day, after a return of consciousness, there 
was a rapid onset of coma. Operation showed a subdural 
collection of clear fiuid, under great pressuré, on the 
right side. After evacuation of the fluid, the brain was 
slack and pulsating. However, the next day the diagnosis 
of traumatic fat embolism became clear with the appearance 
of widespread cutaneous petechi#. Death occurred on the 
fifth day. 

A patient, in the Royal Melbourne Hospital series, on 

ion was in a deep coma, with unequal pupils which 
were not reacting to light, and the plantar responses were 
extensor in type on both sides.. The clinical picture 
suggested a mid-brain injury. Two days later surgical 
emphysema of the left side of the chest appeared. There 
was slight improvement over the next few days, although 
tracheotomy needed to be carried out. On the fifth day 
there was sudden deterioration in the patient’s condition, 
and at operation one or two ounces of xanthochromic fluid 
was found in the right subdural space, under great pressure. 
Death occurred two days later, after temporary improvement. 


Another patient, on admission to hospital, was in a deep 
coma immediately after a head injury. A subdural collection 
of blood-stained fluid on the left side was found after 
36 hours. At autopsy,.a large intracerebral hemorrhage wag 
lobe bursting on the inferior surface of the left frontal 
ode. 

In one of the five fatal cases in my private series the 
patient did not die for about six months. He was aged 
60 years. On his admission to hospital he showed the signs 
of severe brain injury with deep coma, pinpoint pupils and 
extensor plantar responses on both sides. After an initial 
steady improvement there was a rapid deterioration on the 
third day. Operation revealed a large right subdural collec- 
tion of clear fluid under pressure. After evacuation of the 
collection, the brain was slack and pulsating. There was a 
rapid improvement in the patient’s conscious level, and he 
survived. But he was left with severe dementia and bilateral 
spasticity. Some six months later he died. ~* 
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One patient in the Prince Henry’s Hospital series made a 
full recovery. He was aged 25 years and was admitted to hos- 


pital in a semi-comatose state, but responding. There were no 


localizing signs, but both plantar responses were equivocal. 
After some slight improvement, on the fourth day was 
a rapid increase in his coma, right hemiparesis and spasticity 
of the right arm appeared and the plantar responses became 
extensor on both sides. At operation a large left-subdural 
collection of clear fluid was released under greatly increased 
pressure. The surface of the brain was somewhat contused. 
The brain was slack and pulsating after it. On the right side 
no abnormality was found. There was an immediate improve- 
ment, with a slow return to full consciousness over seven 
to ten days and disappearance*of the right hemiparesis. 
But about two weeks later it was seen that he had a 
fully developed type of Korsakov’s syndrome, showing very 
poor memory, confabulation and euphoria and being fatuous. 


Over the next few months he made a full recovery, and has 
remained quite normal over the seven years in which I have 
examined him periodically. 4 


Discussion. 


On reviewing this group it is apparent that the results 
have been bad. But it is also clear that the subdural 
collection in the main has been associated either with 
evidence of severe brain injury, particularly in the mid- 
brain, or with some other complication such as traumatic 
fat embolus. All patients presented with initial coma, and 
operation was carried out in all the cases because of 
the now classical indications of progressive deterioration 
in the level of consciousness, with or without the appear- 
ance of local neurological abnormalities. In all the cases 
the pre-operative diagnosis was made of intracranial 
hemorrhage, presumably subdural or intracerebral, causing 
compression. 

McConnell (1941) had eight cases corresponding to this 
group, of which four were fatal. The fatal cases were 
all associated with deep coma. None of the surviving 
patients showed initial deep coma; all improved eventu- 
ally, two with lucid intervals, and all obviously had 
milder injuries generally. 


Three of Wycis’s cases were acute; none of the patients 
had initial signs of severe brain injury, and all recovered 
well. 


Few of the other cases fall into this group. 


Subacute and Chronic Group. 


It is this group of seven cases which has received the 
most attention in the literature, and which has given the 
most encouraging results. Of this series, six patients have 
survived and one has died, and this death was probably 
preventible, as it appears to have been due to dehydration. 


It may be of interest to recount my first experience with 
this type, which occurred only ten months ago. Although 
in the previous nine years I have seen none, since then 
there have been six further cases. I am convinced that 
this is because they have been specifically looked for, and 
this is the view of McConnell, Wycis, da Costa, Abbott, 


and others. 


The first patient in my private series was admitted to 
hospital on July 5, 1956, shortly after a head injury. He 
was comatose, and showed signs of bilateral extensor rigidity 
with extensor plantar responses. The next day the coma 
was less and he was able to be roused somewhat; the 
extensor rigidity was less, but it was now observed that he 
had a left-sided hemiparesis. Over the subsequent few days 
there was a full recovery of consciousness, but the left hemi- 
paresis persisted. On July 13 he showed confabulation and 
a mild Korsakov syndrome. By July 26 he had passed into 
a severe psychotic state, in which he called out in a loud 
voice every few seconds continuously day and night. The 
psychiatric prognosis was considered very poor, and it was 
decided to certify him as insane. Purely on the grounds 
that before taking this step I wanted to exclude. definitely 
an organic lesion which could be treated, I operated on him 
on August 2. To my surprise, there was a massive collection 
of clear yellow fluid in the right subdural space, which was 
drained. Quite a tough, shaggy subdural membrane was 
present. No fluid was found in a left temporal burr-hole. 


Here the brain was under some tension, which was not 
excessive, and the arachnoid bulged into the dural opening. 
I will refer to this later. 





After the right side had been drained, the brain was slack 
and pulsating; whereas previously it had not been. ere 


was copious drainage for 48 hours. An immediate dramatic 
improvement occurred in his mental condition and the left 
hemiparesis decreased; but he was still very confused, con- 
fabulating and psychotic. The improvement was not main- 


tained, and after two weeks he had reverted almost to his 
pre-operative condition, with the difference that he was not 


so noisy and: the left hemiparesis was more severe than 
before. ce 

Further operation was undertaken on August 18 through 
the old bi-temporal burr-holes, and there was a collection of 
fluid on both sides, which was evacuated. On this occasion 
bi-frontal and right parietal burr-holes were made, and large 


collections of the same yellow fluid were found over each 
frontal lobe, the left more than the right. They were all 


drained. 

From then ‘he made steady progressive improvement. Nine 
months later his mental state is good, although he is still 
preoccupied with himself. He is a medical statistician, and 
a colleague thinks that his intellectual capacity is as good 
as ever, although there;are still memory and concentration 
defects. His left hemiparesis has almost entirely disappeared. 

The second case (in the Prince Henry’s Hospital series) 
was very similar. After a severe injury, recovery of con- 
sciousness was slow, but the patient then showed psychotic 
sexual symptoms and a well-marked Korsakov’s type of 
syndrome. One month after the injury, when this state was 
unchanged, multiple bilateral burr-holes were made, and 
large bilateral collections were evacuated and drained. After 


two weeks he showed great improvement, and according to 
his relatives he had returned to his previous timid and 


rather shy state. 

Since then the search has been extended more widely, 
and I shall refer to this again later. Burr-holes have been 
made in cases in which recovery, at first perhaps good, 
has later been retarded, particularly, if there has been 
marked mental deterioration such as disorientation, con- 
fusion, confabulation or loss of memory. Five more cases 
have been found at operations which have been carried 
out from 18 days to 35 days after injury: 


Two of these patients have made good recoveries. One, 
in the Royal Melbourne Hospital series, is improved, but 
confusion persists, and further operation is to be per- 
formed. One patient, in the Royal Melbourne Hospital 
series, was greatly improved from her stuporose state, but 
is still showing a marked Korsakov’s syndrome. One died 
after operation from pulmonary complications. 


Discussion. 


The majority of cases reported in the literature are 
similar to this group. Dandy made little mention of the 
mental symptoms, but considered that this condition 
mimicked subdural hematoma. McConnell has not stressed 
the positive psychotic symptoms, but in this group has 
stressed the retardation of recovery, the confusion and the 
persistent dementia. Of six cases which he reported, one 
terminated fatally—that of a man, aged 54 years. In 
Wycis’s series three correspond to this group, and all 
recovered well. 


Normally it is considered (Penfield, 1924) that the sub- 
dural space contains no more than one or two cubic 
centimetres of fluid. If present, it is probably under the 
temporal lobes (Wycis, 1945). In these traumatic cases it 
is considered by most that the collections are the result 
of a tear in the arachnoid, which has a ball-valve ‘effect, 
and that the fluid is cerebro-spinal fluid. ‘The studies of 
Leary and Edwards (1933) indicate that the structure of 
neither the dura nor the arachnoid suggests any secretory 
properties or permeability. However, there are some 
difficulties in the way of accepting this simple mechanical 
explanation. 1 

In one of McConnell’s (1942) cases, a burr-hole made 
seven hours after the injury showed no fluid, whereas 
nine days later there was a large collection. But in one of 
da Costa. and Adson’s (1941) cases the tear was observed. 
However, it is difficult to explain the consistently high 
protein content found in the fluid, if it is cerébro-spinal 
fluid. In one of my series the protein content was 200 
milligrammes per 100 cubic centimetres on the right side 
(the fluid was slightly yellow), and 2000 milligrammes 
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per 100 cubic centimetres onthe left side, where the fluid 
was deep yellow. When it had been investigated by 
lumbar puncture, the cerebro-spinal fluid was normal in 
this chronic group. 

It is probable that the explanation is a mixed one. 
When the fluid is clear and collects early, it is probably 
escaped cerebro-spinal fiuid. If it collects late, it is 
probably a mixture of blood and cerebro-spina) fluid, which 
with breakdown has caused subsequent effusion. But that 
is only my persona) view. 


Clinical Picture. 


The clinical picture in the acute group is fairly clear 
cut. The condition has been found at operation, which 
has been indicated by deterioration of the general level 
of consciousness of the patient, usually associated with 
the appearance or the accentuation of local neurological 
signs. The prognosis, which is bad in my series, appears 
to depend mainly on the severity of the initial brain 
injury. In the cases of milder initial injury the recovery 
one ‘og been good (Scott, 1942, 1943; Walsh and Shelden, 

In the subacute group the outstanding feature has been 
the persistence of stupor and confusion or, with the 
improvement in the conscious level, the appearance of a 
psychosis. Focal neurological abnormalities have some- 
times been present, but not consistently so. If present, 
they are relieved pari passu with the mental state. 


But other groups have been described, apart from the 


blast injuries of Abbott et alii. Lanigan (1944) reported : 


three cases following head injury, in which neither initial 
concussion nor amnesia was present at the time of the 
injury. \ 

McConnell (1944) reported six cases in which the out- 
standing symptom was prolonged amnesia. McConnell has 
also reported a group of which I have no personal experi- 
ence, but which appears to be most important and well 
worth further investigation. I refer to that group of cases 


of chronic illness following head injury which are labelled 


“post-traumatic syndrome” or “post-traumatic neurasthenic 
group”. It is difficult to judge from his papers how his 
cases are picked; but he has reported (1953) 75 con- 
secutive cases of “post-traumatic syndrome”, in which 20 
patients complained of headache only, seven complained of 
giddiness and 88 complained of giddiness and mental 
instability. He states that of these 65 had subdural 
collections. All had elevation of intracranial cerebro- 
spinal fluid pressure, although lumbar puncture pressure 
was normal. He is of the opinion that the fluid is cerebro- 
spinal fluid, and its presence is caused by an arachnoid 
tear which can be demonstrated radiographically. He 
states. that characteristically this is shown by the sub- 
dural presence of air in the second 24 hours after a 
pneumoencephalographic examination (1953). He found 
this in 26 cases out of 84, and it was usually associated 
with a visible fluid level in the subdural air 24 hours 
after pneumoencephalography. I have no experience with 
this group or with these X-ray findings. 

In view of these findings of McConnell and of similar 
ones of da Costa and Adson, it is curious that so little 
mention was made of the possibility of this condition 
when the post-traumatic syndrome was discussed by 
Trotter (1934, 1930). Symonds, Jefferson, Russell Brain 
and Cairns in 1942, during the war, also made no mention 
of it, although Cairns and Russell Brain made a brief 
mention of it in their paper in 1928, without going into 
any details of the clinical picture or the diagnosis. It 
appears that this group of cases needs more careful 
ig before being labelled “post-traumatic neuras- 

enic state”. ‘ 


Operative Technique. 


I have mentioned, in the first case of the subacute group, 
the failure to find a collection on the left side at the first 
exploration. But it was noted at the time that the 
ae tas tee ae Tas chant coemten, on. the tote 


brain was At the second operation, on the left 


‘ gide, it was only -after the brain, with its arachnoid 
covering, had been greatly depressed away from the dura 
that the clear yellow subdural fluid flowed away copiously. 
In different directions the degree of coloration varied, as 
if loculation was present, with varying levels of protein 
in the loculations. 


This is the essential point of the technique. Unless the 
fluid collection is massive and under the site of the dural 


opening, it may easily be missed. 
f INFANT SERIES. 


In the infant series of seven cases there are none of 
subdural hematoma in which either solid or fluid clots 
have been found. These are all cases in which subdural 
hematoma has been suspected after birth, injury or 
infection. 

It is to Ingraham and Matson’s paper in 1944 that we 
owe our incr d awaren of the condition of subdural 
hematoma in infants, although there were occasional 
reports previous to this. But in the series of 98 cases 
which they reported then, there is a group of 10 which, 
I venture to suggest, cannot truly be classified as 
hematomata. These patients are described as having 
“excessive clear fluid with elevated total protein on sub 
dural tap”. I think this viewpoint is strengthened by 
Ingraham and Matson’s statement that in only just over 
half their cases is there a definite history of trauma to the 
head, and that in almost half there was evidence of 
infection elsewhere in the body. Also, the presence of 
subdural collections complicating Haemophilus influenze 
meningitis has been reported by McKay et alii (1950}, 
and bacterial meningitis by Smith et alii (1951) and 
meningococcal meningitis by Steinberg and Murphy 
(1951), and these are further examples that trauma is 
itself not necessary for the presence of such collections. 


These cases reported present a very real difficulty to the 
acceptance of the theory that the fluid present is cerebro- 
spinal fluid collecting as the result of an arachnoidal tear, 
and is in favour of the theory of an effusion into the 
space. As I mentioned earlier, probably both theories are 
right in different cases, traumatic or non-traumatic. 


Of the seven cases reported here, there was a definite 
post-natal head injury in one case which occurred at the 
age of five months. Two days later vomiting commenced. 
Nine days after the injury subdural taps produced 25 
cubic centimetres of xanthochromic fluid from the right 
side and none from the left. The following day a right 
burr-hole released more fluid. It may be said here that 
in none of these babies operated on has a membrane 
been found as described by Tagraham and Matson. ‘Sub- 
sequent taps were performed ou the right side, with the 
release of smaller amounts of fiuid, and the baby was sent 
home, well, after 18 days. 


In three of the cases there was a history of rapid or 
difficult labour. In two there was a story of probable 
infection, and in one case no relevant history was 
obtained. 


One of the babies died, and the history was interesting. 
Pregnancy and delivery were normal, and the child was well 
for three weeks, when it refused feeds, became lethargic and 
had intermittent attacks of cyanosis. X-ray examination of 
the chest suggested a low-grade pulmonary infection. Later 
X-ray films showed heart enlargement. The head com- 
menced to enlarge. Repeated subdural taps over 17 days 
produced a total of 64 cubic centimetres on the right side 
and 21 cubic centimetres on the left side, the fluid being 
deeply to mildly xanthrochromatic. Then at operation bi- 
temporal burr-holes were made and on both sides large 
collections of xanthochromatic fluid were found, which were 
drained. The child collapsed after operation from bronchial 
obstruction, and eventually died about one month later. 
Post-mortem examination showed that this baby had pyzemia 
with widespread small embolic abscesses. 


The third type is illustrated in the following case. 


One child (in my private series), | sixteen months, 
had severe local symptoms in the lett arm, a mild but 
definite hemiparesis and severe temper tantrums. There were 

scalp vessels on the right side. Because of this an 
angioma was suspected, and a right carotid angiogram was 
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taken. This revealed a curved displacement to the right of 
the anterior cerebral artery, indicating a left frontal space- 
occupying lesion. Ventriculography confirmed this, and a 
left temporal burr-hole produced one to two ounces of a 
fluid in the subdural space under increased pressure. After 
this the brain pulsated fully. D: was not employed, 
but there was escape of fluid through the incision for a 
further 24 hours. After operation there were no further 
fits, the temper tantrums disappeared and the left hemiparesis 
has almost entirely cleared up. 

No etiological factor could be found in the history of 
this child. The neurological findings are interesting, in 
that the baby had a hemiparesis on the same side as the 
lesion — a feature which is relatively common in chronic 
post-traumatic hematoma in adults, but rare in other 
space-occupying lesions. 


Of these seven patients, six survived, and all have 
recovered very well. The one baby who died had a 
chronic pyemic infection. 


SuMMARY. 


1. Thirteen cases of subdural collections of fluid found 
in adults after head injuries have been discussed. 


2. Six cases occurred in the acute phase, and of these 
five ended fatally and one in complete recovery. In the 
fatal cases there was evidence of severe or complicated 
brain injuries. The literature suggests that other acute 
cases follow milder head injuries, and that in these the 
prognosis is better if they are treated promptly by 
operation. 


8. In seven cases the collection of fluid occurred in the 
subacute or chronic stage, and in these circumstances the 
prognosis appears to be much better. These cases have 
all been found in the last 10 months, and five in the last 
two months, when a careful search has been made for 
them. So, in my opinion, the total number is no indication 
of the frequency. 


4. Seven cases occurring in babies have been found 
and treated. Trauma does not always appear to be the 
causative factor, and infection probably plays a definite 
role. The results in this group are good; six of the 
patients survived and recovered. 
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ATOPIC DERMATITIS (GENERALIZED NEURO- 
DERMATITIS): THE ATOPIC DERMATITIS-— 
ASTHMA-HAY FEVER SYNDROME. 

By Emm Mirpes, 

Sydney. 





In 1892 Besnier described a specific and intensely itchy 
dermatosis, which was often associated with asthma and 
hay fever and which occurred—in contrast to the prurigo 
of Hebra—on the face and the flexor surfaces of the 
extremities. He stressed the heredity, the nightly 
paroxysms, the seasonal variations, the chronicity of the 
disease and the stubbornness to treatment, and separated it 
strictly from true eczema. He called the disorder “ 
diasthésique”, and expressed the opinion that it might be 
a variation of prurigo:Hebre. Besnier was the first who 
considered this syndrome from the constitutional-patho- 
logical point of view, and stated that the cutaneous changes 
were due to predisposition, presupposing an abnormal 
reactivity of the skin. 


There is extensive disagreement over the nomenclature, 
and unfortunately many physicians understand different. 
skin diseases by the terms “generalized or disseminated 
neurodermatitis”, “prurigo Besnier”’, “atopic dermatitis”, 
ete. This is noticeable sometimes in statistical tabulations, 
in which figures are given side by side for (a) generalized 
or disseminated neurodermatitis, (b) flexural eczema, (c) 
atopic dermatitis, (d) prurigo Besnier, etc., even though 
they are synonyms for the disorder described by Besnier 
more than six decades ago. 


The term “prurigo” is as misleading as is “eczema”, 
because the disorder in ae is neither a prurigo nor an 
eczema. _I shall avoid discussion concerning nomenclature, 
and in this paper the term “atopic dermatitis” will be used. 
It must be admitted that this name has been accepted by 
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a large majority of dermatologists as the most suitable 
term, 


It must be pointed out that this article cannot claim 
either to survey the voluminous pertinent literature or to 
give a detailed description of my own cases. In two 
pb ot st papers (Milder, 1955, 1957) I attempted to stress 
the influence of neuropsychogenic factors and to discuss the 
role of allergic phenomena in the etiology and patho- 
genesis of the symptom complex. In the present paper I 
shall merely outline some basic facts and discuss the signifi- 
cance of various factors in connexion with the syndrome, 
on the basis of my observations and investigations. 


The large majority of my cases (84) was chosen from 
approximately 8000 patients with eczemas and dermatitides 
(contact eczema, seborrheic dermatitis, allergic eczematous 
dermatitis, non-atopic infantile eczema, etc.) in Czecho- 
slovakia (at the Dermatological Department of the State 
General Hospital in Kosice, in health centres, in semi- 
military organizations and in private practice). Further 
a (11) were found among my patients in New South 





















The age incidence was as follows: two months to five 
years, 22 cases; six to 15 years, 41 cases; 16 to 35 years, 
27 cases; 35 to 39 years, five cases; total, 95 cases. Approxi- 
mately 61% of the patients were males; 36% came from 
farms and 64% from industrial homes. 


Prenatal Influences. 


Embryology appears to be the key to the syndrome. The 
epidermis and the central nervous system develop from 
the ectoderm, and there exists a very close relationship 
between the skin, the central nervous system and the 
endocrine system. These three components of the autonomic 
system are functionally inseparable, operate correlatively 
in advanced fetal life and influence each other mutually. 
Normally there is complete equilibrium in fetal life. If 

. this equilibrium is upset in any way, the consequences may 
be seen either shortly after birth or later in life. It is 
common knowledge that the disorder does not result from 
grossly faulty development; but smaller defects or weak- 
ness of the ectoderm (Ingram, 1955) may lead to disturbed 
equilibrium, and may render the subjects over-reactive and 
susceptible to many stimuli of heterogenous nature. The 
child with a born imbalance of his autonomous system is 
thrown into a world full of difficulties, and all his latent 
predispositions may be mobilized by a number of factors. 
The disease ranges considerably in distribution, variation 
and degree of severity, according to which component has 
been most affected, and there may be a mingling of the 
types. (Figure I shows a cross-section of the syndrome, 
the correlation and mutual influence of constitutional and 
environmental factors.) 


An idioplasmic defect or weakness of the ectoderm is 
generally accepted as the cause of ichthyosis and to a 
lesser degree of keratotic changes. (keratotic pilaris), and 
it is assumed that they are often predisposing causes of 
atopic dermatitis. Eye diseases such as keratitis, juvenile 
cataract and keratoconus, which are occasionally found 
as complications of atopic dermatitis, are considered addi- 
tional proof of ectodermal disturbance. In the present 
series of 95 patients there have been three with ichthyosis 
and two with keratotic changes, another three with keratitis 
and two with juvenile cataract. 

































Endocrine Considerations. 


The incidence of atopic dermatitis is correlated with age, 
and a very considerable percentage of the sufferers experi- 
ence prolonged remissions or show spontaneous cure after 
puberty. The exacerbations and remissions of the disease 
are influenced by certain life phases, and puberty, menstrua- 
tion, pregnancy and the menopause often determine the 
severity of the symptoms. Hypogenitalism (small testicles, 
deficiency of pubic hair, hypoplastic breasts) is a recog- 
nized feature. I have found nine.males (Figure II) and 
three — with hypogenitalism in the present series. 
It may be regarded as a neuro-endocrine (diencephalo- 
Leigeasaa dysfunction, in individuals 

a result of endocrine dysequilibrium following genital 
. A precarious equilibrium is established in 






















some, particularly later ‘in life, and prolonged remissions 
may occur. 

Sebaceous and sweat glands are responsive to endocrine 
stimuli, and the function of these structures is intimately 
connected with the symptoms of the disease. 
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Ficure I. 


According to Selye (personal communication, 1952) there 
is a “maladaptive factor” at work, and the general patho- 
genetic interpretation given for all diseases of adaptation 
could be applied here also. 


The concept that atopic dermatitis may be influenced or 
caused by a derangement of the pituitary-adrenal response 
to stress is supported by the experiments of Sternberg and 
Zimmermann (1952), performed on 27 patients suffering 
from atopic dermatitis, Exposure to extreme heat did not 
elicit a normal alarm reaction, while epinephrine injec- 
tions were followed by a normal eosinopenic response. This 
was interpreted as an indication of normal pituitary 
function, but as a failure to react to some stimuli. 


I should like to quote a statement of Barber (1948) 
relating to atopic dermatitis: 


These subjects have been investigated ad nauseam by 
different experts, each with his own viewpoint and 
method of treatment, but they have been neglected by 
the endocrinologist. Yet a rational explanation of their 
peculiarities is forthcoming if these are considered in 
terms of the endocrine-autonomic system, for it is clear, 
as Bolten (1925) states, that these patients suffer from a 
“congenital insufficiency” of the sympathetic system and 
of the endocrine glands with accelerator action! It 
seems to be likely that the primary defect is an innate 
hypofunction of the anterior pituitary, which in turn 
would tend to underaction of the thyroid and adrenal 
glands and hence of the sympathetic system. The 
resulting vagotonia accounts for many of their symp- 
toms, and their intolerance of stress (both physical and 
psychological), their hypotension, their tendency to fluid 
retention, the biochemical changes that occur during 
the exacerbation of their symptoms (Barber and Oriel, 
1928), their hypersensitiveness to physical and chemical 
allergens, and their essentially introvert temperament, 
all are explicable on their basis of this. supposition. 
Furthermore, many exhibit signs of hypogonadism and 
puberty in both sexes is often delayed. 


Though the results of corticotropic and cortisone therapy 
have been disappointing, I am tempted to think that 
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hormone therapy may be the treatment of the future. New 
drugs are under evaluation, and they may radically change 
all our therapeutic concepts. I shall. discuss this later 
in another paper. 


Teething, School Exacerbations, Focal 
Infections, Climate. 


Teething is an important etiological factor, and appears 
to be connected with the onset or with marked exacerba- 
tions of symptoms. Early teething was the rule in the 
present cases (fourth to fifth month). A gradual improve- 
ment or the onset of remissions was often seen with the 
development of all teeth. 





Ficurp II. 


‘ 


Beginning school was another period of exacerbation, 
coinciding in several instances with the first attack of 
asthma. Emotional upsets, such as punishment by the 
teacher or discrimination by other children, were often 
the trigger factors. The healthy children often avoided 
those with skin diseases and excluded them from com- 
munity games, and the subsequent feeling of inferiority 
appeared to have an untoward effect upon the course of the 
disease. A considerable. percentage of these children came 
from broken homes, or: had alcoholic fathers. There was a 
higher incidence among the children of industrial workers, 
while children of farmers were less often affected .(pro- 
portion 2:1). 


Another cause of exacerbations was upper respiratory 
infections and chronic bronchitis precipitated attacks of 
asthma as well as relapses of the cutaneous manifestations. 
A high incidence of leucocytosis suggested focal infection, 
and removal of such foci sometimes resulted in remissions 
and relief of symptoms. The erythrocyte sedimentation rate 
was in the present cases generally normal, and often 
vascular hypotension and eosinophilia were present. 


All patients were much affected or influenced by climatic 
conditions. Fog, humidity, sudden fall of barometric 
pressure and heat caused exacerbations. Most of the 
patients were under normal weight. 


I should like to assume that asthma occurred more often 
in Australia than in Czechoslovakia as a special con- 
sequence of the high humidity. It is the mucous membrane 
that reacts to stress faster and more frequently. However, 
the reaction is non-specific. 


Sebaceous and Sweat Apparatus. 


Dysfunction of the sebaceous gland apparatus is a 
permanent constitutional feature of these patients. 


The principal channels of absorption are the sebaceous 
glands, and they become smaller and less active over the 
years. The alterations in the epithelium will therefore 
play a role of lesser importance than the fact that either 
the number: of sebaceous glands is diminished or these 
glands are atrophied. The skin remains rough, dry and 
lustreless. This explains the asteatotic character of the 
skin, as well as the fact that certain. applications—for 
example, cortisone ointments—work quickly and well in 


some ‘Cases but- have a delayed effect in others. Treatment 
with androgen is often successful, the sebaceous glands 
becoming more active and larger. I have seen very good 
results in some cases when androgen was given. 


“Sweat glands respond to cholinergic stimuli, and a pre- 
dominantly sympathetic-adrenergic tonus of the skin may 
minimize vagus stimuli, and thus lead to dysfunction of 
sweat. glands. An abnormal and often absent sweat 
response is frequently found in these patients, as well 
as reduced secretion of the sebaceous glands. Some of the 
present patients became worse during warm summer 
months owing to edema of the skin, and I believe that 


‘this in consequence led to occlusion of the sweat glands. 


Sulzberger (1952) describes “plugging and occlusion of the 
sweat glands over large areas”, and refers to a “flaw” in 
the sweat apparatus and assumes that the temperature- 
regulating end-organ of the skin may be impaired. 


Allergy. 


Among sufferers with atopic dermatitis there is a con- 
siderable percentage with a family history of so-called 
“allergic” diseases, like asthma, urticaria, hay fever, infan- 
tile eczema, etc. Mostly young people are afflicted. Among 
the present 95 patients there have been 43 with a relevant 
family anamnesis. 


There is no doubt that allergic sensitization may play 
some—mostly aggravating—role in infants; but to quote 
The Practitioner (introductory article in the issue of June, 
1957), “the number of unfortunate children, for instance, 
who have been deprived of many of the pleasures of the 
tea-table because their parents, or doctor, considered them 
to be ‘allergic’ to some particularly delectable delicacy 
must be nearly uncountable”. 

The followers of the allergic concept stress chiefly the 
relevance of ingestant, inhalant and autotoxic stimuli, and 
attribute less significance to other factors. Cutaneous 


tests, the elimination of contact factors and diets elimi- . 


nating food allergens, are thought to be of the greatest 
importance. The presence of antibodies is over-emphasized, 
and the allergic wheal was considered too loosely as a 
specific and relevant antigen-antibody reaction. 


The antigen-antibody reaction is overwhelmed by factors 
apart from this reaction (Carryer, 1949) and there is no 
conclusive proof that the inflammatory lesions are based 
exclusively on antigen-antibody reactions. It is not possible 
to discover circulating antibodies in many subjects with 
clinical allergies, or to give them symptomatic relief by 
desensitization (H. L. Williams, 1949). 


If we cause an experimental skin reaction in a healthy 
person it is always urticarial, but the inflammatory response 
in atopic dermatitis goes far beyond a simple urticarial 
reaction. It is chiefly an irritation of the epithelium 
leading to acanthotic thickening of the skin, to lichenization 
(Lutz, 1949). The eczema is superadded. There is a 
tendency to hyperpigmentation and follicular keratosis. 


These patients belong mostly to the group of “physical 
allergies” (Duke, 1949), and show a sensitivity to physical, 
thermal, psychogenic and chemical agents—for example, 
changes in barometric pressure, temperature and humidity 
—and to emotional disturbances. 


I obtained positive reactions in 33 of 53 affected children 
and in nine of 30 normal control persons. The positive skin 
reactions found in the present series appeared to be 
unrelated to the clinical course of the disease, and other 
allergens seemed to be relevant in only sporadic cases. The 
elimination of milk or egg from the diet of milk-sensitive 
or egg-sensitive children or the elimination of other alleged 
allergens (straw, Hay dust, etc.) did not lead to relief 
of their skin disorder. 


The allergic factors may be considered to cause exacer- 
bations in some cases, but the hypersensitivity is of little 
gwtiological importance (Cooke, 1944; Carryer, 1946; Meara, 
1955; Milder, 1955, 1957; and others). I had to abandon 
entirely, as unreliable, intradermal or scratch tests in 
cases of atopic dermatitis, 


It was observed that so-called “eczematous” individuals 


might have an increased susceptibility to toxic reactions 
caused by drugs. Neosalvarsan and sulphapyridine may 
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lead to a toxicoderma of sites of predilection of atopic 
dermatitis (Milder, 1934, 1945). 


I have never been successful with desensitization. 


Hyperventilation. 


Carryer (1946, 1952) discovered that the loss of carbon 
dioxide in the alveolar air of the lungs leads to a deficit 
of alkali and he believes that this transposition may be 
responsible for clinical symptoms with “relatively unstable 
patients who are tense, anxious, depressed or psycho- 
neurotic”. These people tend to yawn often. His statement 
corresponds with my observation and with those of school- 
teachers and nurses in Czechoslovakia, who reported that 
children suffering from atopic dermatitis used to yawn 
a@ great deal at school and kindergarten, without falling 
asleep, whenever their skin condition deteriorated. 


Pruritus, the Neurovascular Response and the 
Autonomic Nervous System. 


The first and outstanding symptom of atopic dermatitis 
is pruritus, and most authors agree that this symptom 
occurs prior to visible cutaneous manifestations, the latter 
chiefly provoked by scratching. Besnier (1892) wrote: “Le 
symptéme premier et le premier symptéme est le prurit 
intense!”, Kreibich (1927) was of the opinion that the 
irritation was of a nervous nature, and he called the 
pruritus occurring in apparently normal skin “fixation 
phenomenon”. Johnson (1951), quoting another author, 
described the patient as “overdrawn at the bank of nervous 
energy with the lesions as material security for the over- 


The change in permeability as the consequence of 
increased vascular activity leads to pruritus. Pruritus is 
considered as a modified pain sensation, and the threshold 
for pruritus-producing stimuli appears to be low in atopic 
dermatitis (Cormia, 1947). The itching may be so severe 
that suicide is not uncommon (Norrlind, 1946). 


There are authors who hold the view that asthma is 
secondary in this syndrome. I'am tempted to think that 
asthma may be as primary as the pruritus of the skin or 
the hay fever of the nose—in other words, atopic dermatitis 
is a skin equivalent of asthma and hay fever. The disease 
as such is the pruritus, which is the primary condition; 
the eczema is secondary. It is—as mentioned above— 
only superimposed. All that applies to the skin is also 
valid for the mucosa of the bronchi and nose, with certain 


modifications; the mucous membranes react to stimuli- 


faster and more frequently. 


An essential hereditary point appears to-me to be a 
profound difference in vascular response, which seems to 
be present at birth. This fact, as -well as the psychic 
constitution, is of the greatest imiportance. Stimuli (mostly 
emotional) react upon the over-sensitive autonomic nervous 
system, causing vascular disorders and eventually pruritus. 
These patients show a profound difference in vascular 
response, and there are mostly irregularity and unevenness 
of the structure and function of the cutaneous vessels 
(Miiller, 1939, 1949). There is a paradoxical triple response 
in some atopic dermatitis patients. Instead of an erythema 
due to axon reflex, there appears a vasoconstriction. The 
patients show a “white non-urticarial dermographic line”, 
a phenomenon which was also pointed out by Baer (1952). 
Healthy people and patients with other skin disorders 
(eczema) show a red dermographic line. 


Miiller (1939, 1949) believes that patients with atopic 
dermatitis “may show an inherited tendency” to vascular 
reactions following stimuli which would not produce patho- 
logical changes in normal individuals. To mention one 
of the papers on this subject, Eyster, Roth and Kierland 
(1952) studied 24 patients with atopic dermatitis and a 
series of controls from the point of view of neuro-vascular 
response. Various stimuli such as cold, fatigue, worry, 
anger and loss of sleep caused only vasoconstriction in the 
normal persons, but produced exacerbations in patients 
with atopic dermatitis. The same authors pointed out that 
these patients did not show a normal triple response to 
stroking, but responded with an anemic zone of vaso- 
constriction, a white dermographia. This appears to indi- 
cate an inherent difference in response in the autonomous 
nervous systems of these patients. 


Psychological Factors. 

Plato said: “The great error of our day in the treatment 
of the human is that physicians separate the soul from the 
body.” I believe that Erasmus Wilson (1856) was one of 
the first authors who discussed the etiological importance 
of emotional factors in certain skin diseases. Other authors 
—for example, MacKenna, Ingram, Hellier, Wittkower, and 
many others—indicated the intimate connexion between 
emotional factors and skin disorders and the fact that 
psychic conflicts and tension might be reflected on the skin. 
Florance (1951) had mostly female patients during the 
last World War, “suffering from the strain of having a 
husband or son in the forces who had thus overdrawn their 
nervous energy accounts”. 

The psychological factor in the etiology of atopic derma- 
titis has been underrated in the past, and only during 
recent years has the association of the “atopic dermatitis- 
asthma-hay fever syndrome” with neurogenic and psycho- 
genic factors been increasingly recognized. Not only 
psychiatrists, but also many dermatologists, stress the 
importance of neuro-psychogenic influences in the etiology 
(Ingram, Hellier, MacKenna, and many others). On the 
other hand, there are authors who are somewhat sceptical 
about the emotional factors (Sulzberger, O’Leary, Loewen- 
thal and others). Belisario (1952) classifies the dry type 
of disseminated neurodermatitis (prurigo diathésique) asa 
psychosomatic dermatitis; but like Kelly (1951) he is of 
the opinion that all other possibilities must be exhausted 
before a psychosomatic diagnosis is made (1951). Myers 
(1950) “appeals for a compromise between the rationalism 
of Virchow and the idealism of Coué”, and holds that in 
certain cases psychiatric consultation is indicated. 


D. H. Williams (1951) found the so-called “maternal 
rejection factor” as a frequently present character trend 
in adult atopic dermatitis. ‘In a previous paper (Milder, 
1955), two such case reports were chosen to demonstrate 
this “repressed hostility” against the mother. 


Atopic dermatitis is often found in families in which 
nervous parents or relatives constantly worry about the 
patient, talk much about their respective diseases, etc., 
causing increased ‘irritability of the whole autonomic 
nervous system. 


Discussion. 


There is sufficient evidence to assume that atopic derma- 
titis is an hereditary disease and that the predisposition 
is present at birth. The syndrome may be caused by 
developmental defects or weakness of the ectoderm. Such 
ectodermal defects or weakness may influence the three 
components of the autonomic system to different extents 
and predispose the subject to disturbances of the skin and 
mucous membranes. The autonomic system appears to be 
impaired, and as the components of this system are inter- 
related, different forms of the disease occur, according to 
which component has suffered most. There is “gradual 
rather than abrupt transition from one type to the other 
and there may be a mingling of the types” (H. L. Williams, 
1949). 

The congenital hypersensitivity of the total organism may 
not become apparent immediately after the first contact 
or after the first “irritation”; this altered reactivity may 
be observed after repeated irritation only. In addition to 
this hypersensitivity, the respiratory organs, the skin (part 
of the vascular apparatus of the skin), the mucous mem- 
branes of the bronchial tubes and the nose, are ready to 
react with pathological changes to stimuli which are well 
tolerated by normal subjects. 

In general it may be said that the patients show lability 
of the autonomic nervous system and have a certain con- 
stitutional type. I think that the psychological factors are 
more important than the allergic findings in these patients. 
It appears to be a question of time and conditions when the 
latent predisposition becomes manifest and when the first 
signs occtir. I believe that even in childhood psychological 
stimuli occur more often and are of greater importance 
than it has been assumed before, and that infections, and 
ingestant, inhalant and autotoxic stimuli are of much less 
importance than emotional factors. The fact that a change 
of environment, even without admission to hospital and 
medicines, leads to improvement is in favour of that 
conception. 
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hormone therapy may be the treatment of the future. New 
drugs are under evaluation, and they may radically change 
all our therapeutic concepts: I shall, discuss this later 
in another paper. 


School Exacerbations, Focal 
Infections, Climate. 


Teething is an important etiological factor, and appears 
to be connected with the onset or with marked exacerba- 
tions of symptoms. Early teething was the rule in the 
present cases (fourth to fifth month). A gradual improve- 
ment or the onset of remissions was often seen with the 
development of all teeth. 


Teething, 





Ficurp Ii. 
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Beginning school was another period of exacerbation, 
coinciding in several instances with the first attack of 
asthma. Emotional upsets, such as punishment by the 
teacher or discrimination by other children, were often 
the trigger factors. The healthy children often avoided 
those with skin diseases and excluded them from com- 
munity games, and the subsequent feeling of inferiority 
appeared to have an untoward effect upon the course of the 
disease. A considerable. percentage of these children came 
from broken homes, or:had alcoholic fathers. There was a 
higher incidence among the children of industrial workers, 
while children of farmers were less often affected (pro- 
portion 2:1). 

Another cause of exacerbations was upper respiratory 
infections and chronic bronchitis precipitated attacks of 
asthma as well as relapses of the cutaneous manifestations. 
A high incidence of leucocytosis suggested focal infection, 
and removal of such foci sometimes resulted in remissions 
and relief of symptoms. The erythrocyte sedimentation rate 
was in the present cases generally normal, and often 
vascular hypotension and eosinophilia were present. 


All patients were much affected or influenced by climatic 
conditions. Fog, humidity, sudden fall of barometric 


pressure and heat caused exacerbations. Most of the 
patients were under normal weight. 


I should like to assume that asthma occurred more often 
in Australia than in Czechoslovakia as a special con- 
sequence of the high humidity. It is the mucous membrane 
that reacts to stress faster and more frequently. However, 
the reaction is non-specific, : 


Sebaceous and Sweat Apparatus. 


Dysfunction of the sebaceous gland apparatus is a 
permanent constitutional feature of these patients. 


The principal channels of absorption are the sebaceous 
glands, and they become smaller and less active over the 
years. The alterations in the epithelium will therefore 
play a role of lesser importance than the fact that cither 
the number: of sebaceous glands is diminished or these 
glands are atrophied. The skin remains rough, dry and 
lustreless. This explains the asteatotic character of the 
skin, as well as the fact that certain applications—for 
example, cortisone ointments—work quickly and well in 


some :cases but- have a delayed effect in others. Treatment 
with androgen is often successful, the sebaceous glands 
becoming more active and larger. I have seen very good 
results in. some cases when androgen was given. 


“Sweat glands respond to cholinergic stimuli, and a pre- 
dominantly sympathetic-adrenergic tonus of the skin may 
minimize vagus stimuli, and thus lead to dysfunction of 
sweat. glands. An abnormal and often absent sweat 
response is frequently found in these patients, as well 
as reduced secretion of the sebaceous glands. Some of the 
present patients became worse during warm summer 
months owing to edema of the skin, and-I believe that 


‘this in. consequence led to occlusion of the sweat glands. 


Sulzberger (1952) describes “plugging and occlusion of the 
sweat glands over large areas”, and refers to a “flaw” in 
the sweat apparatus and assumes that the temperature- 
regulating end-organ of the skin may be impaired. 


Allergy. 


Among sufferers with atopic dermatitis there is a con- 
siderable percentage with a family history of so-called 
“allergic” diseases, like asthma, urticaria, hay fever, infan- 
tile eczema, etc. Mostly young people are afflicted. Among 
the present 95 patients there have been 43 with a relevant 
family anamnesis. 


There is no doubt that allergic sensitization may play 
some—mostly aggravating—role in infants; but to quote 
The Practitioner (introductory article in the issue of June, 
1957), “the number of unfortunate children, for instance, 
who have been deprived of many of the pleasures of the 
tea-table because their parents, or doctor, considered them 
to be ‘allergic’ to some particularly delectable delicacy 
must be nearly uncountable”. 


The followers of the allergic concept stress chiefly the 
relevance of ingestant, inhalant and autotoxic stimuli, and 
attribute less significance to other factors. Cutaneous 
tests, the elimination of contact factors and diets elimi- 
nating food allergens, are thought to be of the greatest 
importance. The presence of antibodies is over-emphasized, 
and the allergic wheal was considered too loosely as a 
specific and relevant antigen-antibody reaction. 

The antigen-antibody reaction is overwhelmed by factors 
apart from this reaction (Carryer, 1949) and there is no 
conclusive proof that the inflammatory lesions are based 
exclusively on antigen-antibody reactions. It is not possible 
to discover circulating antibodies in many subjects with 
clinical allergies, or to give them symptomatic relief by 
desensitization (H. L. Williams, 1949). 


If we cause an experimental skin reaction in a healthy 
person it is always urticarial, but the inflammatory response 
in atopic dermatitis goes far beyond a simple urticarial 
reaction. It is chiefly an irritation of the epithelium 
leading to acanthotic thickening of the skin, to lichenization 
(Lutz, 1949). The eczema is superadded. There is a 
tendency to hyperpigmentation and follicular keratosis. 


These patients belong mostly to the group of “physical 
allergies” (Duke, 1949), and show a sensitivity to physical, 
thermal, psychogenic and chemical agents—for example, 
changes in barometric pressure, temperature and humidity 
—and to emotional disturbances. 


I obtained positive reactions in 33 of 53 affected children 
and in nine of 30 normal control persons. The positive skin 
reactions found in the present series appeared to be 
unrelated to the clinical course of the disease, and other 
allergens seemed to be relevant in only sporadic cases. The 
elimination of milk or egg from the diet of milk-sensitive 
or egg-sensitive children or the elimination of other alleged 
allergens (straw, Hay.-dust, etc.) did not lead to relief 
of their skin disorder. 


The allergic factors may be considered to cause exacer- 
bations in some cases, but the hypersensitivity is of little 
wtiological importance (Cooke, 1944; Carryer, 1946; Meara, 
1955; Milder, 1955, 1957; and others). I had to abandon 
entirely, as unreliable, intradermal or scratch tests in 


cases of atopic dermatitis, 


It was observed that so-called “eczematous” individuals 
might have an increased susceptibility to toxic reactions 
eaused by drugs. Neosalvarsan and sulphapyridine may 
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lead to a toxicoderma of sites of predilection of atopic 
dermatitis (Milder, 1934, 1945). : 


I have never been successful with desensitization. 


Hyperventilation. 


Carryer (1946, 1952) discovered that the loss of carbon 
dioxide in the alveolar air of the lungs leads to a deficit 
of alkali and he believes that this transposition may be 
responsible for clinical symptoms with “relatively unstable 
patients who are tense, anxious, depressed or psycho- 
neurotic”. These people tend to yawn often. His statement 
corresponds with my observation and with those of school- 
teachers and nurses in Czechoslovakia, who reported that 
children suffering from atopic dermatitis used to yawn 
@ great deal at school and kindergarten, without falling 
asleep, whenever their skin condition deteriorated. 


Pruritus, the Neurovascular Response and the 
Autonomic Nervous System. 


The first and outstanding symptom of atopic dermatitis 
is pruritus, and most authors agree that this symptom 
occurs prior to visible cutaneous manifestations, the latter 
chiefly provoked by scratching. Besnier (1892) wrote: “Le 
symptéme premier et le premier symptéme est le prurit 
intense!”. Kreibich (1927) was of the opinion that the 
irritation was of a nervous nature, and he called the 
pruritus occurring in apparently normal skin “fixation 
phenomenon”. Johnson (1951), quoting another author, 
described the patient as “overdrawn at the bank of nervous 
or with the lesions as material security for the over- 

raft”. 

The change in permeability as the consequence of 
increased vascular activity leads to pruritus. Pruritus is 
considered as a modified pain sensation, and the threshold 
for pruritus-producing stimuli appears to be low in atopic 
dermatitis (Cormia, 1947). The itching may be so severe 
that suicide is not uncommon (Norrlind, 1946). 

There are authors who hold the view that asthma is 
secondary in this syndrome. I'am tempted to think that 
asthma may be as primary as the pruritus of the skin or 
the hay fever of the nose—in other words, atopic dermatitis 
is a skin equivalent of asthma and hay fever. The disease 
as such is the pruritus, which is the primary condition; 
the eczema is secondary. It is—as mentioned above— 
only superimposed. All that applies to the skin is also 
yalid for the mucosa of the bronchi and nose, with certain 


modifications; the mucous membranes react to stimuli. 


faster and more frequently. 


An essential hereditary point appears to~me to be a 
profound difference in vascular response, which seems to 
be present at birth. This fact, as well as the psychic 
constitution, is of the greatest irfiportance. Stimuli (mostly 
emotional) react upon the over-sensitive autonomic nervous 
system, causing vascular disorders and eventually pruritus. 
These patients show a profound difference in vascular 
response, and there are mostly irregularity and unevenness 
of the structure and function of the cutaneous vessels 
(Miiller, 1939, 1949). There is a paradoxical triple response 
in some atopic dermatitis patients. Instead of an erythema 
due to axon reflex, there appears a vasoconstriction. The 
patients show a “white non-urticarial dermographic line”, 
a phenomenon which was also pointed out by Baer (1952). 
Healthy people and patients with other skin disorders 
(eczema) show a red dermographic line. 

Miller (1939, 1949) believes that patients with atopic 
dermatitis “may show an inherited tendency” to vascular 
reactions following stimuli which would not produce patho- 
logical changes in normal individuals. To mention one 
of the papers on this subject, Eyster, Roth and Kierland 
(1952) studied 24 patients with atopic dermatitis and a 
series of controls from the point of view of neuro-vascular 
response. Various stimuli such as cold, fatigue, worry, 
anger and loss of sleep caused only vasoconstriction in the 
normal persons, but produced exacerbations in patients 
with atopic dermatitis. The same authors pointed out that 
these patients did not show a normal triple response to 
stroking, but responded with an anwmic zone of vaso- 
constriction, a white dermographia. This appears to indi- 
cate an inherent difference in response in the autonomous 
nervous systems of these patients. 


Psychological Factors. 

Plato said: “The great error of our day in the treatment 
of the human is that physicians separate the soul from the 
body.” I believe that Erasmus Wilson (1856) was one of 
the first authors who discussed the etiological importance 
of emotional factors in certain skin diseases. Other authors 
—for example, Ma*Kenna, Ingram, Hellier, Wittkower, and 
many others—indicated the intimate connexion between 
emotional factors and skin disorders and the fact that 
psychic conflicts and tension might be reflected on the skin. 
Florance (1951) had mostly female patients during the 
last World War, “suffering from the strain of having a 
husband or son in the forces who had thus overdrawn their 
nervous energy accounts”. 

The psychological factor in the etiology of atopic derma- 
titis has been underrated in the past, and only during 
recent years has the association of the “atopic dermatitis- 
asthma-hay fever syndrome” with neurogenic and psycho- 
genic factors been increasingly recognized. Not only 
psychiatrists, but also many dermatologists, stress the 
importance of neuro-psychogenic influences in the etiology 
(Ingram, Hellier, MacKenna, and many others). On the 
other hand, there are authors who are somewhat sceptical 
about the emotional factors (Sulzberger, O’Leary, Loewen- 
thal and others). Belisario (1952) classifies the dry type 
of disseminated neurodermatitis (prurigo diathésique) as a 
psychosomatic dermatitis; but like Kelly (1951) he is of 
the opinion that all other possibilities must be exhausted 
before a psychosomatic diagnosis is made (1951). Myers 
(1950) “appeals for a compromise between the rationalism 
of Virchow and the idealism of Coué”, and holds that in 


certain cases psychiatric consultation is indicated. 


D. H. Williams (1951) found the so-called “maternal 
rejection factor” as a frequently present character trend 
in adult atopic dermatitis. In a previous paper (Milder, 
1955), two such case reports were chosen to demonstrate 
this “repressed hostility” against the mother. 


Atopic dermatitis is often found in families in which 
nervous parents or relatives constantly worry about the 
patient, talk much about their respective diseases, etc., 
causing increased - irritability of the whole autonomic 
nervous system. 


Discussion. 


There is sufficient evidence to assume that atopic derma- 
titis is an hereditary disease and that the predisposition 
is present at birth. The syndrome may be caused by 
developmental defects or weakness of the ectoderm. Such 
ectodermal defects or weakness may influence the three 
components of the autonomic system to different extents 
and predispose the subject to disturbances of the skin and 
mucous membranes. The autonomic system appears to be 
impaired, and as the components of this system are inter- 
related, different forms of the disease occur, according to 
which component has suffered most. There is “gradual 
rather than abrupt transition from one type to the other 
and there may be a mingling of the types” (H. L. Williams, 
1949). 

The congenital hypersensitivity of the total organism may 
not become apparent immediately after the first contact 
or after the first “irritation”; this altered reactivity may 
be observed after repeated irritation only. In addition to 
this hypersensitivity, the respiratory organs, the skin (part 
of the vascular apparatus of the skin), the mucous mem- 
branes of the bronchial tubes and the nose, are ready to 
react with pathological changes to stimuli which are well 
tolerated by normal subjects. 

In general it may be said that the patients show lability 
of the autonomic nervous system and have a certain con- 
stitutional type. I think that the psychological factors are 
more important than the allergic findings in these patients. 
It appears to be a question of time and conditions when the 
latent predisposition becomes manifest and when the first 
signs occtr. I believe that even in childhood psychological 
stimuli occur more often and are of greater importance 
than it has been assumed before, and that infections, and 
ingestant, inhalant and autotoxic stimuli are of much less 
importance than emotional factors. The fact that a change 
of environment, even without admission to hospital and 
Medicines, leads to improvement is in favour of 
conception. 
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Individual differences in the reactions may be found in 
every age group, and the clinical manifestations of different 
forms may be watched during infancy, during. childhood, 
during puberty and in adult age groups. It is preferable 
to use the term “infantile eczema” in the first two years 
of life, because an early manifestation of atopic dermatitis 
cannot be diagnosed with certainty. 

The differences in the clinical picture in various age 
groups may be due to hereditary and constitutional factors, 
to different properties in the skin, the vascular and nervous 
system and the endocrine apparatus, and to environmental 
factors. It is difficult to explain why irritations—external 
or internal—may cause manifestations on different areas 
of the body at a certain age, or why irritations which 
operate in infants are ineffective in adult life and vice versa. 
I cannot explain why atopic dermatitis becomes worse and 
the asthma is relieved, or why there are cases in which 
both appear at the same time. 

Like many others, I have noted a connexion between 
the beginning or exacerbation of the disease and the 
dentition. I have observed a gradual improvement after 
all the deciduous teeth have developed, a proof that the 
“Srritation” has ceased. 

The following causes of the manifestation or exacerbation 
seem to be of considerable importance: anxiety and over- 
stimulation; exciting events; events connected with school 
(beginning at school, excitement at games, punishment, 
etc.); “maternal rejecting factor’; emotional upsets; etc. 

Im general I agree with those authors who find skin 
tests with foodstuffs an impracticable method, and employ 
a course of simple psychotherapy with sympathy, patience 
and understanding—an attempt to relieve the tension by 
pecmnitting the patient to talk and to express himself. 

and every patient must be considered as a separate 
pew ge individual problem” (Kelly, 1951). The cases become 


clearer if it is possible to eliminate one or the other 
pathogenetic factor (Lutz, 1949). 


Conclusions and Summary. ‘ 

‘Ninety-five cases of atopic dermatitis in different age 
groups have been observed and investigated, and the 
Significance of various factors has been discussed. The 
present knowledge of the “atopic dermatitis-asthma-hay 
fever” problem permits the following conclusions to be 
drawn: 

1. The syndrome is a distinct clinical entity and is 
hereditary. 


2. The patients represent a special constitutional type, 


and show an abnormal reaction to a great variety of 


stimuli. 


8. The abnormal reactivity appears to be due to prenatal 
influences (ectodermal) defect or weakness). 


4. Emotional stimuli occur frequently and are of the 
greatest importance. 


5. There is a profound difference in vascular response. 
6. Tests of inhalant and ingestant allergens are of no 
value in adults and of problematical value in children. 


7. There is a strong endocrine influence. The incidence 
and severity of symptoms decrease with age. 


8 There is an abnormal sweat response, with hypo- 
function of the sebaceous gland apparatus. 
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SERUM GLUTAMIC OXALACETIC-TRANSAMINASE 
ACTIVITY IN THE DIAGNOSIS OF MYOCARDIAL 


INFARCTION AND HEPATIC NECROSIS. 





By M. N. I. Watters, 
Department of Medicine, University of Western- 
, Australia, 
AND 
Parricta G. LITTLEJOHN, 
Biochemistry Deparwment, Bewst Perth Hospital, 


Stnce the observation that raised levels of the enzyme 
glutamic oxalacetic inase were found in blood 
serum after myocardial infarction (La Due, Wroblewski 
and Karmen, 1954) and liver cell damage (Wroblewski 
and La Due, 1954), numerous reports on the diagnostic 
value of serum glutamic oxalacetic transaminase 


- (8.G.0-T.) estimations have appeared in the American 


literature. An excellent review of the present position in 

this sphere of clinical enzymology has recently appeared 

(Mason and Wroblewski, 1957). 
Transamination consists of the lysed 


engyme-catal 
reversible transfer of the alpha amino-nitrogen of an 
amino acid to an alpha keto acid, resulting in the 
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The two transaminases of present clinical interest are 
giutamic-oxalacetic (G.O-T.) and glutamic-pyruvic (G.P-T.). 


: , G.0-T. 
(a) Glutamic acid + oxalacetic acid — a-ketoglutaric acid 
+ aspartic acid. 


; : G.P-T. 
(b) Glutamic acid + pyruvic acid — a-ketoglutaric acid 
+ alanin 


The enzymes may be estimated chromatographically 
(Karmen, Wroblewski and La Due, 1955), spectrophoto- 
metrically (Karmen, 1955) or colorimetrically (Cabaud, 
Leeper and Wroblewski, 1957). 


Awapara and Seale in 1952 described transaminase 
activities in homogenates of skeletal muscle, liver, heart, 
kidney, spleen, ventral.prostate, brain and testis of male 
rats; however, the activity varied considerably in each of 
the organs studied. In man, in decreasing order of con- 
centration, the distribution was in the heart, liver, skeletal 
muscle and kidney. The presence of the glutamic- 
oxalacetfe (G.O-T.) and the glutamic-pyruvic (G.P-T.) 
transaminase systems in serum of normal individuals was 
. described by Karmen, Wroblewski and La Due (1955). 


It has been postulated that as the enzyme is normally 
intracellular with a low serum titre, necrosis of enzyme- 
rich cells might result in the transient liberation of excess 
G.0-T. into the -circulation. The consistency of S.G.O-T. 
elevation following myocardial necrosis has indeed been 
demonstrated (Nydick et alii, 1957). In experimental 
transmural myocardial infarction, S.G.0-T. elevation 
occurred approximately six to twelve hours after the 
occlusion. During the first 48 hours the level rose to a 
peak, and over the subsequent three to six days gradually 
returned to the normal range (La Due, Wroblewski and 
Karmen, 1954). 

Elevation of S.G.0-T. levels has been shown to be of 
considerable diagnostic importance in myocardial infarc- 
tion in cases in which electrocardiographic tracings are 
unhelpful, owing to the presence of patterns of left bundle 
branch block, Wolff-Parkinson-White syndrome or past 
ischamie change (Krause and Krause, 1956). 

Blevation of 8.G.0-T. levels following hepato-cellular 
injury has been shown to be proportional to the extent of 
hepatic parenchymal necrosis (Molander, Wroblewski and 
La Due, 1955).. Elevated values were found in viral 
hepatitis, after carbon tetrachloride intoxication or 
obstruction to the biliary tract, and in primary and secon- 
dary carcinomata of the liver (Chinsky, Schmagranoff ana 
Sherry, 1956). Significant elevation of the S.G.0-T. level 
has also been described in salicylate intoxication, and it is 
thought that this is the cause of the occasional abnormal 
levels found in rheumatic carditis. 

Determinations of S.G.0-T. levels in numerous patho- 
logical states have been made, and in summary Mason 
and Wroblewski state. that “in the absence of injury to the 
heart, liver, skeletal muscle and kidney tissue, no sig- 
nificant alterations in S.G.0-T. activity have been observed 
in neoplastic, allergic, infectious, congenital, degenerative, 
metabolic, and reactive or collagen disease states”. 

4 more recent aly eer ny of the study of the serum 


PE age ies gt hepatitis, and found 
O-T./G.P-T. to be less than unity. 
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In 1957, however, Wroblewski and Cabaud made estima- 
tions of both enzymes in a series of patients suffering from 
infectious hepatitis, homologous serum hepatitis and 
biliary obstruction from a variety of etiological agents. 
Calculation of G.O-T./G.P.-T. ratios from a study of these 
figures showed no obvious differentiation between viral 
hepatitis and biliary obstruction. 


The purpose of this communication is to record data 
obtained from S.G.0-T. estimations in 60 cases of cardio- 
yascular and hepatic disease at the Royal Perth Hospital. 


METHOps. 


The following were the methods used for the estimation 
of 8.G.0-T 


Spectrophotometric Method (Karmen, 1955). 
Reagents. 


The following reagents were used: 

(id) Phosphate buffer, 0-1 M, pH 7:4. (ii) Aspartic acid, 
0-2 M; a solution of 1°331 grammes of aspartic acid in 35 
millilitres of phosphate buffer was adjusted to pH 7:4 (glass 
electrode) with normal sodium hydroxide solution (approxi- 
mately 10 millilitres). The final volume was made up to 5:0 
millilitres with buffer. (iii) Alpha ketoglutaric acid, 0:1 M: 
a solution of 0°735 gramme of alpha ketoglutaric acid in 
36 millilitres of phosphate buffer was adjusted to pH 7:4 with 
sodium hydroxide (approximately 10 millilitres). The final 
volume was made up to 50 millilitres with buffer. (iv) 
Reduced diphosphopyridine nucleotide (DPNH), obtained 
from Sigma Chemical Company: 1:0 milligramme was allowed 
per millilitre of buffer and prepared freshly each day. (v) 
Malic dehydrogenase: this was obtained in solution from 
Sigma Chemical Company, and contained 10,000 units per 
millilitre.. One unit of malic dehydrogenase activity was 
defined as that amount which decreases optical density at 
340 millimicrons by 0-001 per minute in the reaction 

malic dehydrogenase 
Oxalacetate + DPNH + H+ —* Malate + DPN*+ 
during the initial period while the reaction is still linear with 
time. A concentration of 2000 units per millilitre was used. 


Procedure. 


The procedure was as follows. 


For the test solution 1:0 millilitre of serum, 1-0 millilitre 
of phosphate buffer, 0-5 millilitre of 0:2 M aspartic acid, 
0-2 mililitre of DPNH and 0-1 millilitre of malic dehydro- 
genase were pipetted and mixed in a silica cuvette with one 
centimetre light path. The blank contained all reagents 
except DPNH, the volume being adjusted with 0-2 millilitre 
of phosphate buffer. The mixtures were allowed to stand for 
10 minutes at room temperature, then 0-2 millilitre of alpha 
ketoglutaric acid solution was added to both cuvettes and 
mixed. The optical density at 340 millimcrons was followed 
in the test solution for five minutes by means of a Hilger 
Uvispek set with blank solution. 

The rate of decrease of optical density was taken as 
the measure of transaminase activity of the serum. The 
activity is expressed in units per millilitre of serum per 
minute, one unit being a decrease in optical density of 
0-001 under the conditions described. For very high values 
a reduced amount of serum was used and the appropriate 
calculations were made 


Colorimetric Method. 
The colorimetric method (Leitman and Frankel, quoted 
by Sigma, 1956) was used in preference to the spectro- 


photometric method, as reagents were more easily obtain- 
able and the estimation was more easily performed. 


Reagents. 
The reagents (as supplied by Sigma Chemical Company) 


were as follows: 

(i) Aspartic acid-alpha ketoglutaric acid substrate, pH 7°56. 
(ii) Colour reagent: 2,4-dinitrophenylhydrazine and hydro- 
(iii) Standard oxalacetic acid’solution. (iv) 


Sodium hydroxide, 0:4 N. 


Procedure. 


The procedure was as follows: 


(1) 0-2 millilitre of serum was added to 1-0 millilitre of 


aspartic acid-alpha ketoglutaric acid, already at 37°C.; (il) 
exactly 60 minutes after the addition of serum, 1°0 millilitre 
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of colour reagent was added, and the solution was mixed and 
left at room temperature; (iii) 20 minutes after step (ii), 10 
millilitres of 0:4 N. sodium hydroxide solution were added, and 
mixing was performed by inversion, clean rubber stoppers 
being used; (iv) exactly 30 minutes after step (fii), a 
reading was made on the absorptiometer (Spekker) at 505 
millimicrons approximately, the instrument being set with 
a water blank. 

The units of transaminase activity are measured as 
microgrammes of oxalacetic acid produced per millilitre 
of serum per minute. The value is read from an oxalacetic 


acid standard curve. 


Normal Figures. 


Karmen (1955) found the concentration of S.G.0-T. to lie 
within the range 9-0 to 32 units per millilitre per minute. 
Values for normal serum fell within this range with either 
the spectrophotometric method (10 sera) or the colori- 
metric method (seven sera). 


CLINICAL MATERIAL. 


One or more estimations of S.G.0-T. have been performed 
on 60 patients admitted to the Royal Perth Hospital during 
late 1956 and the beginning of 1957. The emphasis has 
been naturally on cases of suspected myocardial infarction 
and hepatic injury. 


RESULTS. 


Patients with Suspected Myocardial Disease. 

The results in the first group are shown in Table I. Of 
the 13 cases of proven infarction, the S.G.O-T. level was 
elevated in nine. Of the four cases in which the reading 
proved normal, in three estimations were performed at 
least one week after the acute attack of pain. As has 
previously been indicated, S.G.0-T. levels in myocardial 
infarction revert to normal within three to six days of the 
occlusion. In the remaining case no explanation of the 
normal result is offered, except that unfortunately only 
one estimation was performed, and it is presumed that 
infarction had not occurred at the time of venepuncture, 
the pain being due to coronary insufficiency only. 





























TABLE I. 
Showing S.G.0-T. Levels in 41 Cases of Suspected Cardiac Diseitse. 
8.G.0-T. 
Disease. Number of Level Range 
‘ Cases. Elevated. Units. 
Infarction .. oe ia 13 9 21-220 
Ischemia but no infarction 18 — 5-37 
Pericarditis 2 -- 18-20 
Acute rheumatism 1 _ 22 
Myxcedema 1 _ 40 
Myocarditis 1 1 49 
Functional 3 — 5-18 
Hiatus hernia .. i... 1 _ be 
Carcinomatous pleurisy 1 _- 14 














It was found that in only two cases were the electro- 
ecardiographic changes diagnostic of infarction and the 
leucocyte count, erythrocyte sedimentation rate and 
8.G.0-T. levels all elevated. In only two cases were the 
electrocardiographic and 8.G.O-T. readings both diagnostic. 
of infarction. In five cases, therefore, the diagnosis of 
myocardial infarction was made because of elevation of 
the §.G.0-T. level coupled with historical and physical 
evidence (with or without changes in the er 
sedimentation rate and leucocyte count) either at the bed- 
side or at autopsy (see Table II). 


In 18 cases presenting with precordial pain of cardiac 
origin, the electrocardiogram presented evidence of acute 
coronary insufficiency, but no evidence of infarction. In 
none of these cases was the S.G.O-T. level raised. 


Casp I—A man, aged 51 years, was admitted to hospital 
suffering from attacks of substernal pain lasting up to 30 
minutes, which had occurred over the age age nine days. 
Twelve hours prior to his admission pain became 
extremely severe and ber present at Tg ‘Examination of 
the patient revealed mild pyrexia and tachycardia. The 
following day the electrocardiogram was reported as showing 
“probable myocardial ischemia”. The 8.G.O-T. level was 177 
units. There. was a subsequent return to normal levels. 
Bighteen days after his admission to hospital the electro- 
cardiogram showed the changes characteristic of antero- 
septa] infarction. There was an associated rise of the 
erythrocyte sedimentation rate to 30 millimetres in one hour, 
although no leucocytosis was observed. (See Figure I.) 














TABLE II. 
Showing the Wine Cases of Infarction in which the 8.G.0-T.. Level was Elevated, 
Correlated with Routine i Leucocyte Count, Erythrocyte Sedimenta- 
tion Rate and 
Number cardi In in Fm me ag Increased 
‘um! o- crease 
of History. hic y= tad |. 8.4.0-T. 
Cases. ‘ Findings. Coun‘ tion Rate. 
2 + + + + + 
+ + — - + 
5 + _ + Hos: + 




















Casp II—A man, aged 85 years, was admitted to hospital 
because of substernal ‘pain of seven hours’ duration, 
unrelieved by morphine or pethidine. The pain was made 
worse by respiratory movement. Physical examination of 
the patient revealed pyrexia, tachycardia and a cold greyish 
skin. No friction rub was heard. Serial electrocardiograms 
showed a pattern consistent with a diagnosis of pericarditis. 
On thrée occasions the S.G.O-T. level was found to be within 
the normal range. At no time was any elevation of the 
erythrocyte sedimentation rate or leucocytosis observed. A 
clinical diagnosis of acute benign tis was made. 
After 11 days of supportive treatment the patient was 
discharged from hospital. 
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Chart of case of myocardial infarction showing serial 
8.G.0-T levels. 


i. 
Case III.—A Southern European man, aged 53 years, had 
been diagnosed as having a “bad heart” for three years 
because of the occurrence of precordial pain associated with 


upper part of the abdomen, which radiated to 
shoulder and neck; it was present at rest and lasted some 
hours. No significant physical abnormalities were found. The 
elec iogram was consistent with the picture of an old 
myocardial infarction, but the 8.G.0-T. level was normal 
(20 units). After nine days’ treatment with coronary dilator 
drugs, he was discharged from hospital. A subsequent barium 
meal X-ray examination revealed a reducible hiatus hernia. 








zg 


PRR aHBOtehe Sa & 


a Pos Parks 





\ 




















January 18, 1958 THE MEDICAL JOURNAL OF AUSTRALIA 79 
TABLE III. 
Showing S.G.0-T. Levels in 19 Cases of Suspected Hepatic Disease. 
Results of Liver Function 
Tests. 8.G.0-T. Level. 
Diagnosis. — of Range Units. 
ases. 
Abnormal. Normal. Abnormal. Borderline. Normal. 
Inflammatory conditions : 
Viral .. oe be 3 2 1 3 os — 62-430 
Gholangitis eh 1 1 aa 1 o — 180 
itis... re 2 2 _- 2 _ — 52-110 
(alcoholic etc.) 6 2 4 3 2 1 18-362 
Neoplastic conditions 
Carcinoma of head ot anereas with 
obstruction oh 2 2 -—— 2 a= a= 50-152 
ee (bom a, 3 3 _ 3 _ — 43-388 
A ~~ pg 1 —_ == = = 1 12 
Append abscess 1 _ — os a 1 84 


























With treatment by posture and antacids, the patient is now 
free of pain. 

Of the remaining cases of heart disease in which the 
estimation was performed, slight elevation of the S.G.O-T. 
level was found-in one case of myocarditis. 


Case IV.—A housewife, aged 54 years, was admitted to 
hospital with symptoms and signs of congestive heart failure. 
These had been present for nine months and had proved 
resistant to treatment. The heart was considerably enlarged 
and she had a left hydrothorax. An electrocardiagram 
showed atrial fibrillation and left bundle branch block; the 
S8.G.O-T. level was 49 units. Despite treatment with cardiac 
glycosides and diuretics her condition grew worse. At autopsy 
(Professor R. E. J. ten Seldam), widespread fibrosis of the 
myocardium and changes suggestive of active myocarditis 
of unknown etiology were seen. 


Patients with Hepatic Disease. 


The results obtained in cases of hepatic disease are 
shown in Table III. 


In all cases in which the occurrence of polygonal cell 
necrosis was suspected on clinical grounds, or was proved 
histologically, S.G.0-T. levels were elevated. In one case 
of cirrhosis in which a normal level was encountered, it 
is reasonable to suppose that this pathological process was 
inactive. In two cases of intraabdominal suppurative 
disease (appendicitis and peritoneal abscess), it was 
suspected that portal pyemia was a complication. How- 
ever, the G.O-T. values were normal, and at subsequent 
laparotomy extension of inflammation beyond the local 
inflammatory site had not occurred. 

CaszE V.—A motor-truck driver, aged 40 years, who had 
consumed two to three bottles of wine a day for many years, 
was admitted to hospital with symptoms of peripheral 
neuritis. The liver was found to be considerably enlarged. 
The only abnormality found on biochemical tests of iiver 
function was elevation of the bilirubin level: in the serum 
(2:5 milligrammes per 100 millilitres). The 8.G.O-T. levels on 
three occasions were found to be 216, 362 and 198 units 
respectively. Liver biopsy showed increased fatty infiltration 
with early diffuse fibrosis. An occasional parenchymal cell 
appeared necrotic. After °6 days of therapy, including a 
protein-rich diet with vitamin supplements, the patient was 
discharged from hospital. 


DIsOUsSION. 


It has been confirmed that, when the estimation is 
made within 24 to 48 hours after the onset of pain, the 
finding of eleyated S.G.O-T. levels is helpful in the diag- 
nosis of myocardial infarction. The clinician is often 
faced with several diagnostic difficulties. A history of pain 
may be suggestive of myocardial infarction, but electro- 
eardiographic confirmation may be lacking; either Q, S-T 
and 7 wave changes may not be visible, or the picture may 
be obscured by bundle branch block, old infarction or Wolft- 
Parkinson-White syndrome. 

In these circumstances, the finding of elevated S.G.O-T. 
values is most helpful; this may precede changes in the 


erythrocyte sedimentation rate and leucocyte count, which 
in any case may be of inconstant occurrence and sig- 
nificance. In other cases, difficulty may be experienced in 
differentiating on clinical grounds between acute coronary 
insufficiency and infarction. Our experience confirms that 
of other workers—that ischemia without infarction is not 
associated with a rise in S.G.O-T. levels. 


Hiatus hernia, acute benign pericarditis and dissecting 
aneurysm of the aorta are often difficult to distinguish on 
both clinical and electrocardiographic grounds from myo- 
cardial infarction. In these circumstances, S.G.O-T. estima- 
tion may also be of vital importance. Indeed, in the 
definitive diagnosis of myocardial infarction, S.G.O-T. 
estimation must rank as one of the most helpful aids to 
the clinician to appear since the introduction of unipolar 
electrocardiography. 

In hepatic disease S.G.0-T. levels would appear to be a 
most sensitive index of parenchymal damage, so sensitive 
that serial study may prove to be of help in assessing 
progress and prognosis in cases of parenchymal liver 
disease. S.G.0-T. estimations are not likely to replace the 
conventional battery of tests of liver function used to 
differentiate between jaundice due to obstruction and that 
due to parenchymal disease, but they supply useful 
supplementary information in cases in which conventional 
biochemical data are unhelpful. 


SUMMARY AND CONCLUSIONS. 


1. Recent work on transaminase enzyme systems and 
the history of the application of estimation of these 
enzymes in serum to clinical problems has been briefly 
reviewed. 

2. Serum glutamic-oxalacetic transaminase activity has 
been determined in 60 patients suffering from a variety of 
cardiac and hepatic diseases. 

3. The 8.G.0-T. level was increased consistently in cases 
of acute myocardial necrosis within 24 hours of the onset 
of ischemic pain. 

4. In contradistinction to myccardial infarction, the 
§8.G.0-T. level was not elevated in cases of coronary 
insufficiency. The importance of 8.G.0-T. estimation in 
differentiating between “insufficiency” and infarction and 
in differentiating myocardial infarction from other causes 
of chest pain is discussed. 

5. Attention is drawn to the value of the estimation of 
the §.G.0-T. level in both diagnosis and prognosis of 
hepatic lesions, as raised levels of the enzyme were con- 
sistently found in patients with liver necrosis. 
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Modern Medicine for Nurses. By Patria Asher, M.D., 
M.R.C.P., with a cha oRter & on mental ill health by Portia 
Holman, M.D., M.R. D.P.M.; Fourth areattons 1957. 
London, Toronto Melbourne, Cape Town: William 
Heinemann (Medicai Books), Limited. 8%” >» PD. 
392, with 99 illustrations, Price: 22s. 6d. 


x 5s” 


' Tus is an excellent book. It is compact and compre- 
hensive, yet clearly, simply and concisely written. so that 
it is easy and interesting to read and understand. It is well 
within the scope of the trainee nurse, and the price is reason- 
able. Some chapters, such as that on “Rest”, could be 
profitably read by trained nurses as well as those in training. 


Kinetics and Thermodynamics in Iienneth Wh By H. 
Rooks ov. Bray, D.Sc. Ce and inn en apes" B.Sc. 
(Lond.), Ph.D: (Birm.), F.R.LC. 3. and 

A. Churchill, — — oe x oi Boo 356, with "1 inlus- 

trations. Price: 42s. 


Ir becomes increasingly apparent that many problems 
which confront the biochemist are essentially of a physico- 
chemical nature, and this book is a most interesting and 
timely publication. The text will be rewarding reading for 
the biologist interested in the theory of kinetics and thermo- 
dynamics, and in the application of these disciplines to bio- 
chemical and biological problems. The book should be of 
interest also to “physical ‘chemists who will find familiar 
ideas applied to unfamiliar problems”. 


So that the book may be comprehensible to as many types 
of readers as possible, each main topic is introduced at an 
elementary level, and the authors have deliberately kept the 
mathematical treatments as simple as Fe grrr The treat- 
ment of the application of kinetics and 

the simplest chemical reactions through com- 
plex biochemical reaction networks to the whole organism. 
Topics discussed include structure and biochemical function, 
energetic coupling and active transport, equilibria concerning 


Dermatologic Formulary: From the New — Skin Cancer 
Unit, Service of Dermatology (Dr. B. Sulzberger, 
Direstery: Edited by Frances Pascher, M.D.; ; revised 


1957. New York: Paul B. Hoeber. 73” x 5”, pp. 191. 
Price: $4.00. 


Tup second edition of “Dermatologic Formulary” main- 
tains the high standard set by the first edition. 


Therapeutic advances of the last few years are incor- 
porated, especially in the field of corticosteroids and anti- 
biotics. Amongst the new antibiotics is “Nystatin” (tablets 
for oral administration). A new feature is that the various 
formule are listed under the sections “Topical Remedies” 
and “Systemic Therapy”. The latter is divided into (a) 
medicaments for oral use and (b) medicaments for parenteral 
use. Actions, uses, indications, contraindications and direc- 
tions are still mentioned under each item, as in the first 
edition. 

This book can be thoroughly ‘opiameniaihiad: not only to 
the practising dermatologist, but also to the general prac- 
titioner who is interested in dermatology. 
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by Huldah Bancroft, Ph.D. ; 


“Introduction to Biostatistics”, 
94” x 6”, pp. 224, with 37 


1957. New York: Paul B. Hoeber. 
illustrations. Price: $5.75. 

This is “the third revision of a series of mimeographed 
notes prepared for use in the teaching of biostatistics to 
sophomore medical students at Tulane University”. 





“Combined Textbook of Obstetrics. and Gynecolo, For 
Students and Practitioners”, edited by D a “Baird B.Sc., 

-D., D.P.H., F.R.C.OG. ; Sixth Edi on; 1957. Edinburgh 
and London: 5B. and 8. Livingstone, ited hl x 63”, pp. 
948, with 492 illustrations. Price: 95s. (English). 

Extensive .revision has been made since the - previous 
edition was published in 1950. The format has been changed 
as well as the text. 





Diswnows and Treatment of Infections”, py. D. Geraint 
James, M.A., M.D. (Cantab.), M.R.C.P. (Lond.) ; 1957. - Oxford: 
Blackwell Scientific Publications. 83” x 53”, pp. 244, with 
illustrations. Price: 30s. (English). 

This book aims to synthesize the clinical and the labora- 
tory. aspects of infections for the student and practitionér, 
roe for the mutual benefit of clinician and laboratory 
worker. 





“The Pears 
monogra) 
Gene af ney Stratton 
Price not stated. 

A detailed consideration of the conditions known variously 
as idiopathic steatorrhea or non-tropical sprue, tropical 
sprue and coeliac disease. 


el a os er ge w A a Mount Sinai Hospital 
David Adlersberg; 1957. New York: 
ya” x , pp. 256, with many illustrations. 





Volume 8: BCG—A 

on of its Use and Aj edited by Dr. Hans 
Birkhauser and Dr. Hubert 57. Oxford : Blackwell 
Scientific pace sons. 93” x 62”, pp. 328, ‘with five illustrations. 


Tuberculosis Research. 


“Advances in 
lication”, 


Price: 60s. ( 


The volume attempts to emphasize the controversial 
questions concerning BCG. 


Saition) ¢ B Orpanis 5s., oe oe 


A list of institutions of medical education in more than 





edical Schools”; 1957. Geneva: World 
a pp. 814. Price (cloth-bound 
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THE MURRAY REPORT. 





Proressor C. R. B. BLACKBURN, in an article on “The 
University and Clinical Medicine” in the University of 
Sydney Gazette of April, 1957, wrote: 

There are immediate and future difficulties in regard 
to numbers and finance, the plenty and the poverty, 


but they cannot: override the necessity for the pro- 
duction of a working plan for now and the future. 


This statement related to the training of medical students 
in the University of Sydney, but it did in fact sum up the 
overall situation throughout all Australian universities— 
“the plenty and the poverty” presenting a seemingly insol- 
uble dilemma. Now, with the nearest thing to the waving of 
a magic wand that we might ever expect to see, the solution 
appears to be in sight. The Report of the Committee on 
Australian Universities, under the chairmanship of Sir 
Keith Murray, has been made, its principal recommenda- 
tions have been accepted by the Commonwealth Govern- 
ment, and practical steps are already being taken to put 
them into effect. The Report is a notable document, which 
should be widely read, not so much for the sane and 
practical way in which it deals with immediate problems, 
but for the excellent picture it gives of the place of the 
university in the Australian community and the vision it 
stimulates for the future. 


The terms of reference for the committee were that it 
should indicate ways in which the universities might be 
organized so as to ensure that their long-term pattern of 
development is in the best interests of*the nation, and in 
particular to inquire into such matters as (i) the role of 
the university in the Australian community, (ii) the 
extension and coordination of university facilities, (iii) 
technological education at university level, and (iv) the 
financial needs of universities and appropriate means of 
providing for these needs. After an extensive survey of 
all the Australian universities, carried out with com- 
mendable thoroughness in a short time, the members of 
the committee state candidly: “We had hoped to find that 
they [the . Australian universities] were at present 
adequately staffed and equipped to discharge their heavy 
responsibilities to the students and to the nation. This is, 
unfortunately, far from the case.” This finding will have 
occasioned no surprise to the universities, and probably 
little to the Commonwealth Government, but the point is 
that the committee indicates how the situation may be 
remedied. It will cost a great deal of money, but the 
Prime Minister has promised that this will be made 
available. : 

We cannot attempt even to summarize the details of 
the report, but it is made clear that the universities must 


be enabled to carry out effectively their twin roles of 
education and research. The report emphasizes the need 
for more, not less, graduates in Australia. The high 
failure rate in our universities is described as “a national 
extravagance which can ill be afforded”. The answer is 
not to raise university entrance standards and in other 
ways to restrict graduation to the outstanding few, but to 
ensure that all the large number of students who can 
benefit by a university education shall be given the 
maximum opportunity to enter universities and to graduate 
successfully. The “poverty” needs to be overcome and 
advantage taken of the “plenty” of Professor Blackburn’s 
phrase. At the same time steps should be taken to over- 
come the “general weakness of honours work and of 
post-graduate training and research work” which is 
described as “also a disquieting feature of the Australian 
universities”. Recommendations are made also on the 
questions of accommodation, equipment and staff salaries, 
on the future role of the universities particularly in rela- 
tion to increasing demands for technical training, on 
problems of expansion and administration and on the need 
for an Australian University Grants Committee. Specific 
financial recommendations are made to meet. the 
immediate situation. That the Commonwealth Government 
has responded so fully is most gratifying and amply 
justifies the Prime Minister’s comment, when he dealt 
with the Report in the House of Representatives on the 
evening of November 28, 1957, that it was “rather a 
special night” in his political life. It would be a con- 
siderable understatement to say that it was “rather a 
special night” in the university life of Australia. 

Two matters of specifically medical interest in the 
Report require separate comment. The first is of 
relatively minor importance, but warrants. careful 
thought—namely, the need for student health schemes. 
Despite favourable reports on such schemes in universities 
overseas, little has been done in the matter in Australia. 
The committee wisely does not think that a university 
medical officer should, in general, undertake the treatment 
of sick students, but sees a useful role for him as an 
adviser to students and to university teaching staffs. 

The second specifically medical matter is of far-reaching 
importance and relates to the foundation of new medical 
schools. The Report refers in general terms to the situa- 
tion of the University of Melbourne, which is not regarded 
as capable of a great deal of further expansion, and points 
out that it has submitted a separate report to the Victorian 
State Government. However, it is indicated that this deals 
with the establishment of a second university in Mel- 
bourne, which is likely. to have its own medical school. 
Further details of this proposal will be awaited with much 
interest. There will be some disappointment no doubt at 
the committee’s statement that it cannot support the pro- 
posal for a Faculty of Medicine in the University of 
Tasmania, but the practical difficulties are probably too 
great at present. The committee favours the establishment 
of a second medical school in New South Wales, and active 
steps are already being taken to bring this about. As it is 
a@ major matter, we shall refer to it in a separate article. 
The important point is that both Sydney and Melbourne 
should each have a new medical school within the reason- 
ably near future. Following so closely on the establish- 
ment of the Western Australian Medical School, this 
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should help to overcome the present intolerable congestion 
in the earlier years of the older medical schools, and, with 
better facilities for teaching and more encouraging oppor- 
tunities for the students, reduce the present depressing 
failure rate. How the increased numbers will be accom- 
modated for clinical teaching will have to be determined, 
but should not present. great difficulty. It is certainly a 
relief to see light appearing on a hitherto gloomy scene. 





Current Comment. 


PRIMARY LYMPHGEDEMA. 








Since 1954, J. B. Kinmonth has published a series of 
papers on his ingenious technique for visualizing the 
peripheral lymph vessels. The theory of this technique is 
simple enough: a suitable dye is injected intravenously 
near the extremity of a limb; the dye becomes concentrated 
in the lymph channels, making it possible to see the 
superficial lymph vessels through the skin at certain sites, 
notably across the middle of the dorsum of the foot; a 
radioopaque solution is then injected into a lymph-trank 
previously made visible by the dye. Owing to the free 
anastomoses within the network of lymph channels, it is 
thus possible to obtain a radiographic picture of the entire 
lymph drainage of a given area. - 

In their latest paper Kinmonth and his co-workers’ have 
applied this technique to the study of 107 cases of primary 
lymphedema affecting the lower limbs. In 12 of these the 
condition was congenital, and in the majority of the 
remainder it developed before the age of 35 years. Over 
70% of all cases were in females. Bighteen of the patients 
gave a history suggesting a familial incidence. In two of 
these the condition was in the congenital group and could 
therefore be classed as an example of Milroy’s disease, 
which the authors regard as being merely—a special 
example of the condition. One or both lower limbs may 
be affected in about equal proportions, and ina small group 
some other part of the body was affected as well. In 14 
of the patients there was some other congenital anomaly, 
but seven of these were -blood-vascular anomalies, some- 
times of a trivial nature. 


The results of the lymphangiographic studies showed 
that in over 50% there was hypoplasia of the lymph- 
trunks—that is, the lymph-trunks were found to be 
deficient in size or number or both. A common anomaly 
was to find only a single lymph-trunk extending up to the 
groin. A smaller group showed complete aplasia, without 
any demonstrable subcutaneous lymph-trunks; this was a 
frequent finding in the more severe grades of the con- 
dition. About 25% had varicose lymph-trunks, which were 
broader than normal and tortuous; and in which valvular 
incompetence could be demonstrated. The remaining 6% 
showed dermal backflow alone—that is, backflow from 
deeper trunks into the capillary network of the skin. The 
authors regard all these states as being primarily con- 
genital in origin. In some cases the edema is present at 
birth, in others it develops later in life. Among the latter, 
the onset of edema is sometimes related to some traumatic 
or inflammatory episode. It is that in these cases 
the poorly developed lymph 


with the added load and were never subsequently able to 
drain off the excess fluid. The role of inflammation as 
a possible primary cause of the edema was carefully 
considered, and all patients were questioned on this point. 
In 26 cases there was a history of attacks of inflammation, 
but in all but two there was evidence that the cdema 
antegated ae Lee, ae Oe authors conclude that in 
such cases e secondary, cd 
disposing to infection. Bch 
Capillary defect allowing excess formation of fluid has 
also been suggested as a cause of lymphedema, but the 


. Brit. J. Surg., 1967, 45:1 (July). 





had previously been. 
able to’ maintain drainage, but were inadequate to deal. 


authors adduce evidence that there is no such defect. They 
believe that the chief role of the lymphatics. as_ regards 
drainage is to carry off from the tissue spaces substances 
of large molecular size, such as would hinder their 
reabsorption through the walls of the blood capillaries. 
Failure of this drainage system results in an accumulation 
of proteins .in the tissue spaces, with consequent water 
retention and edema. 





FLUORIDE DENTIFRICE AND STOMATITIS. 





Tue use of fluoride in drinking water to lessen the 
incidence of dental. caries is widespread. Where this is 
not adopted, it bas been recommended that fluorides be 
applied locally to the gums, and commercial dentifrices 
containing fluorides are available. In this regard it has 
been recognized that.local application might be injurious 
to the soft tissues. T. BE. Douglas’ has reported on 133 
patients with stomatitis. There was nothing specific in 
the appearance of the lesions.. Shallow, superficially 
ulcerated areas, usually with a whitish exudate on the 
surface, were seen particularly on the buccal mucosa 
opposite the teeth. The tongue, hard palate, soft palate, 
floor of the mouth, gingival region and oral part of the 
pharynx might also show such lesions. The breath was 
usually somewhat fetid. The common factor in all these 
cases was the use of a dental powder or cream containing 
a fluoride. Thirty-two of the patients cooperated over a 
range of two to six courses of three weeks of the dentifrice 


containing fluoride and three weeks of a dentifrice that 


did not contain fluoride. In each case the stomatitis 
appeared during the period of the fluoride-containing 
dentifrice and disappeared in the fluoride-free period, 
although the disappearance of the lesions took longer 
with increasing numbers of courses. 


It appears that treatment of the stomatitis is simple in 
the early stages—it merely involves changing to a 
dentifrice containing no fluorides. When the lesions are 
more advanced, painting with 10% to 20% silver. nitrate 
solution is helpful. After long-continued use of the 
fluoride-containing dentifrice, healing of the stomatitis was 
found to be difficult and slow. Antibiotics had little or 
no effect. One might expect similar stomatitis to aetelop 
when solutions of fluorides are rubbed on the .gums, 
procedure recommended by some dentists, Diagnosis of 
the condition is easy if one thinks of fluoride therapy and 
obtains a history of its use: 


THE SURGERY OF PORTAL OBSTRUCTION. 





It is just eighty years since Eck, a Russian physiologist, 
first published his account of an operation to establish 
a@ fistula between the portal vein and the inferior vena 
cava, His own object was experimental research with 
animals, but he suggested that a similar operation might 
be used for the relief of portal obstruction in man. How- 
ever, it was more than 30 years later before the progress 
- abdominal surgery reached a stage where it was possible 

to attempt this with a reasonable hope of success. Several 


‘surgeons attempted the operation about 1910, but in spite 


of one or two brilliant successes the mortality was pro- 
hibitive, and the operation was for the time being 
abandoned. Subsequently the operation of omentopexy 
gained favour for a time, but this was not very satis- 
factory. Then, in 1945, Blakemore and Whipple in 
America pioneered the modern operations of porta-caval 

and spleno-renal shunt. These operations are now well 
established, and are already the subject of a considerable 
literature. A year ago Professor R. M. Walker,’ of Bristol, 
reviewed a series of 56 patients-who had had end-to-side 
porta-caval anastomoses performed to relieve symptoms of 
portal hypertension due to intrahepatic obstruction. He 


1 Northwest Med., 1957, 25: 1087 (September). 
* Lancet, 1967. 1:57 (January 12). 
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has made routine use of trans-splenic venography to 
localize the venous obstruction beforehand, and this is 
clearly most important in the selection of patients for 
operation. The ages of patients at the time of operation 
ranged from seven to 57 years. In this series there were 
only three post-operative deaths, all from hepatic coma. 
The most important complication was the neuropathy 
which is a known risk in portal systemic shunts; in 
addition to the three patients who died, nine others had 
episodes of encephalopathy, but most of these responded 
quickly to dietetic treatment. Professor Walker regards 
this complitation as rare in those whose liver function is 
normal. Two patients who had had previous splenectomies 
had a recurrence of hemorrhage after operation, as did 
one other who had had a previous spleno-renal shunt 
performed; but none of the remaining 50 had any further 
bleeding up to the time of his review. 


Three other recent papers review results obtained at 
Some American centres. Professor GS. Welch and A. G. 
Ramos' in Albany, New York, havé given their results in 
40 consecutive cases. .They experienced an operative 
mortality of 15%, but had only two deaths in their last 
20 cases. They advocate hypotensive spinal anesthesia, 
stating that this reduces blood loss and operating time, 
and has no deleterious effects. The long-term survival 
rate for their patients was 58%, and they suggest that if 
greater benefit is to be obtained, the operation should be 
performed on selected patients before esophageal bleeding 
occurs. There was a.recurrence of bleeding after operation 
in 20% of their patients, most of these being patients who 
had had a spleno-renal shunt performed. 


In Chicago, W. S. Dye and co-workers? have reported ou 
77 cases in which 47 spleno-renal shunts and 22 porta- 
caval shunts were effected (eight other patients were sub- 
jected to multiple procedures). Of the 47 who had a 
spleno-renal shunt, 26 survived at the time when the 
paper was written (with a minimum period of six months’ 
survival), and of the 22 who had a porta-caval shunt, 14 
survived. Post-shunt bleeding occurred in 36% of those 
who had a porta-caval shunt, and in 21% of those who had 
a spleno-renal shunt. These authors do not consider that 
surgery is justified in patients who have never had a 
hemorrhage. They believe that abstinence from alcohol 
is a most important factor, and think that many of the 
poor results in surgically treated patients are due to con- 
tinued drinking of alcohol. 


G. A. Hallenbeck and BH. Shocket,? from Rochester, 
Minnesota, discuss their results in 55 cases in which 
spleno-renal or porta-caval shunts were performed between 
1951 and 1955. Forty-seven of the patients had intrahepatic 
portal obstruction, and eight had extrahepatic obstruction. 
Of the former, 44 had previously experienced hematemesis. 
Of those with intrahepatic obstruction, 29 underwent 
operation to establish a porta-caval shunt, and 18 to have 
a spleno-renal shunt. There were seven post-operative 
deaths among the former, and only one among the latter; 
but the authors point out that most of their poor risk 
patients were in the former group, as they consider that 
the porta-caval shunt operation is more effective in 
relieving portal hypertension. Of 23 patients who survived 
the porta-cayal shunt operation, five subsequently had 
hemorrhages, and of 18 who survived the spleno-renal 
shunt operation, four subsequently had hemorrhages. 
Two of these nine patients died soon after the 
hemorrhage. These 47 patients experienced a total of 
75 hemorrhages during the 12 months before anastomoses 
were performed, and the.surviving patients had only four 
hemorrhages during the 12 months following operation. 
Thus, although large, well-placed porta-caval or spleno- 
renal shunts do not provide absolute protection against 
esophageal bleeding, they are effective in most instances. 
When splenic portagrams indicate that the splenic vein is 
large, these authors are inclined t»> use spleno-renal 
anastomosis because of the development of serious neuro- 
logical symptoms, which followed porta-caval anastomosis 
in three of their cases. Of their eight patients with extra- 


1 Surgery, 1957, 41: 756 (May). 
2 Arch, Surg., 1957, 74: 959 (June). 
*Surg., Gynec. € Obst., 1957, 105: 49 (July). 





hepatic portal obstruction, four were children aged four to 
six years, and in these the results of spleno-renal shunt 
operations were unsatisfactory, because of the small calibre 
of the splenic veins. In such cases the authors advise 
transesophageal ligation of varices, hoping to obtain 
remission from bleeding till the children are older. 

In another paper, Professor Welch’ discusses the manage- 
ment of patients with massive hemorrhage from 
esophageal varices due to liver cirrhosis. He points out 
that these patients are suffering from forced feeding of 
easily absorbable protein (blood), with which an already 
diseased liver is unable to cope. In such patients there 
may be a progressive rise in blood ammonia level, leading 
to coma and death. (In patients with normal liver function 
who are subjects of massive gastro-intestinal hemorrhage 
from other causes, ammonia is rapidly removed from the 
circulation. ) Consequently. in these cases control of 
hemorrhage has a double urgency; it is not sufficient 
merely to replace lost biood. Professor Welch advocates 
emergency ligation of the csophageal varices, to be 
followed later by a porta-caval shunt, as ligation alone 
gives only a temporary respite. For immediate control of 
bleeding he uses a Sengstaken-Blukemore tamponade tube. 
Blood lost is replaced by transfusion, and the gastro- 
intestinal tract is emptied by means of hourly doses of 
milk of magnesia administered through the gastric tube 
accompanied by repeated enemata. Ligation is then per- 
formed 24 to 72 hours after the patient’s admission to 
hospital. Later on, when the patient is stabilized, one or 
other form of porta-caval anastomosis is effected. 

The differences among these serics are probably to a 
considerable extent a matter of case selection. Walker 
attributes his good results to careful selection of cases; and 
those who accept poor-risk patients inevitably incur higher 
mortality rates. Clearly there are still considerable- 
divergencies of opinion both on matters of technique and 
on the precise indications for operation. 





ABSTRACTS OF SOVIET MEDICINE. 





Tue Excerpta Medica Foundation was established ten 
years ago with the object of providing a comprehensive 
medical abstracting service in the English language. Their 
latest venture, Abstracts of Soviet Medicine,’ is intended as 
a quarterly publication in two parts, dealing respectively 
with the basic medical sciences (Part A) and clinical 
medicine (Part B). The first number of Part A consists 
of abstracts of almost 250 papers arranged in five major 
groups: (i) anatomy, embryology and histology, (ii) 
physiology, biochemistry and pharmacology, (iii) endocrin- 
ology, (iv) medical microbiology, immunology and 
serology, (v) general pathology and pathological anatomy. 
Of these sections that devoted to endocrinology is the 
longest. Among the topics which catch the eye on a quick 
perusal of the publication are: a description of a 14-day-old 
human embryo; an account of experiments on the human 
heart after death from various causes (in one case the 
activity of atria and ventricles of the heart of a prema- 
ture infant was started again 99 hours after death); the 
resuscitation of puppies 10 minutes after clinical death 
from exsanguination, without loss of conditioned reflexes 
established before death; a suggestion that the incidence of 
skin cancer, as well as being influenced by climatic 
factors, bears an inverse ratio to the magnesium content 
of the soil. The material for these abstracts is provided 
by a panel of members of the U.S.S.R. Academy of Medical 
Sciences. As would be expected, they record a substantial 
volume of original research on a wide variety of topics, 
and this publication should be of great assistance to any- 
one interested in’ the progress of Russian research in his 
own particular field. 





1 Surgery, 1957, 41:1029 (June) (see also W. J. McDermott 
et alii, Ann. Surg., September, 1956, abstracted in M. J. Avus- 
TRALIA, 1957, 1; 327). 

2 Abstracts wt Sovtet Medicine, Part A, Basic Medical Sciences, 
Volume 1, mbe A Amsterdam and New York: 
Excerpta Medica Fountietion. 93” x 63”, pp. 102. Annuai 
subscription price: $15.00. 
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Abstracts trom Medical 
Literature, 


PZZDIATRICS. 





Qsophageal Stricture from - 
‘* Clinitest ’’ Tablets. 
J. P. Cansy (J. Pediat., January, 1957) 
describes the development, of cesophageal 
stricture in two children who a 
*Clinitest” tablets. . These 
consist of copper sulphate, caustic iede, 
sodium bicarbonate and citric acid. The 
first child, aged 3 years, swallowed an 
unknown number of tablets which caused 
immediate coughing and choking. He 
was given water to drink at once and 
taken to the local hospital where gastric 
lavage was performed. Duriig the next 
few days his age declined and three 
weeks later began vomiting. Six 
weeks after the ingestion he refused to 
drink even clear liquids, and ‘a barium 
- bolus and cesophagoscopy revealed 
almost complete obstruction of the 
cesophagus by a stricture at the level of 
the third thoracic vertebra. The second 
child, aged 23 months, swallowed one 
“Clinitest” tablet and apparently 
vomited part of it. A week later he began 
to vomit, and after five weeks even had 
difficulty i in swallowing liquids. Examina- 
tion with a barium bolus revealed 4 
localized constriction between the upper 
and middle thirds of the esophagus. 


Patent Ductus Arteriosus. 


L. M. Hotve and F. H. Anvams (J. 
Pediat., August, 1957) emphasize the 
importance of recognizing the presence of 
& patent ductus arteriosus with a large 
left-to-right shunt in infants who lack 
the classical machinery murmur usually 
seen im older children’ This classical 
murmur is sometimes also absent in ‘the 
older child in whom a 
present. The usual 
infants are a failure to grow and develop 


developed. 
few lymphoc 
smears of the fluid obtained y subdural 
contained @ number of cells with 


and the presence of inelusion bodies in 
scattered viscera, Focal infiltrations of 
lymphocytes in a number of viscera were 
noted and were thought to represent 
reaction to preexisting inclusion-bearing 
cells. The second infant progressed more 
satisfactorily. He had cyanosis’ and 
scattered petechis at birth. Jaundice 
occurred at 12 hours of age and the 
petechis extended to the trunk and 
extremities. He made satisfactory early 
progress, but the jaundice persisted and 
enlargement. of the spleen and liver 
became apparent. At seven weeks of age 
Pee nee eer Smears 
of the urinary sediment revealed the 
characteristic cells of cytomegalic inclusion 
disease. As he developed, some mental 
retardation b t, but with 
considerable scatter. At five months he 
held up his head and was able to roll over, 
but:he did not smile until tive months of 
age. He sat alone at page of 1 months 
and at 19 months well with 
support. and spoke a ry words. At 
26 months of age he hada good vocabulary, 
used simple sentences, built a tower of 
five blocks and walked fairly well, but 
with a wide-based slightly ataxic gait. 
ent of the liver an Sadie ‘was 
oll ll present, The third child ie 
t of the spleen at birth and 
joatins developed in a few hours. On 
the third day of his life the diagnosis of 
inclusion body disease was established by 
the demonstration of characteristic cells 
in the urine. The child failed to gain 
normally for the first month of life and 
had recurrent petechiw. After this 








normally, tachypneea, dyspnea, 
respiratory infections and easy 
fatigability. A wide pulse pressure is 
often present. Usually there a @ harsh 
systolic murmur along the left sternal 
border and commonly there is a short 
diastolic component, though this: is not 


always present. Cardiac enlargement of 
varying degrees is 
cardiogram shows no consieten: pattern. 
The diagnosis can be confirmed ‘with 
certainty by means of cardiac catheteriza- 


tion or retrograde aortography. a 


is usually possible with ‘Sy bac ean 
results. 





Generalized Cytomegalic Inclusion 
Disease. 

A. BE, McEurresn and J. B. Army 

(J. Pediat., August, 1957), describe in 


detail tlisee cases of generalized cyto- 
megalic inclusion disease in infants in 
which the diagnosis was confirmed by the 
finding of inclusion-bearing ceils in the 
urine. The infants presented with 


was. satisfactory, but there is 
now some evidence of a little retardation. 
The child did not sit alone until nine 
months of age but walked at 15 months. 
The development of speech was slow and 
at the age of 20 months he had only three 
words. At the time of reporting he was 
35 months of age t and his mantel progress 
had been 
able retardation in speech te some slight 


delay in motor activities. 





Long Term Evaluation of the Juvenile 
Diabetic. 


H. Joos and J. A. Jounstron (J. 
Pediat. February, 1957) outline their 
experience with a group of 150 cases 
diagnosed under the age of 15 years and 
followed for periods of from one to 30 
years. The ial attention to 44 
patients wie atl ae followed for more 
than 10 years. The ts are for the 
most part middle class and have intelligent 
parents. In this group of 44 patients 26 
or 59% had some vascular com jon, 
The average time of the onset of the first 
evidence of any ication ves tt to 12 
years after the initial diagnosis of diabetes 
had been made. The severity of the 


heemorrhages. 
In the tot total of 150 patients there had been 
10 deaths, six in coma, three cases of 
“Wileon  dinet disease and. one of 
tuberculosis. The most common 
complications were changes in. retinal 
vessels and retinal hemorrhages. 
The authors believe that the better the 
control of the the fewer are the 
complications. favour a controlled 
dietary regime and believe that the 
controversy between this and a free diet 
is swinging in favour of control. They 
point out that caloric and insulin 
ents in the young diabetic are 
not stable. Each shows a steady increase 
until after puberty. They admit the 
difficulties of near sa id 
and suggest that one which provides a 
moderate amount of carbohydrate and 
allows a 2+ Benedict's reaction once 
@ day to guard against insulin reaction, 
affords a good middle ground to follow. 


Clotting Factors in the Newborn. 
J. W.F russ et alii (Pediatrics, February, 
1957) have carried out an investigation of 
the levels of prothrombin, vertin 
and proaccelerin in the blood of normal 
infants and discuss its relationship to 
vitamin K. They carried out investiga- 
tions on the concentration of these factors 
in the blood of 114 newborn infants for 
the first six weeks of life. It was found 
that prothrombin and proconvertin (factor 
7) were low.at birth and fell still lower in 
the next two or three days, then gradually 
and steadily rose. Proaccelerin (factor 5) 
on the other hand was usually above 
normal at _—. These Sustustions in 
prothrombin end proconvertin were not 
significantly affected by small doses of 
vitamin K given to the mother before 
delivery or to the infant at birth. The 
authors suggest that it is the excess of 
proaccelerin which com tes for the 
deficiency in the other two factors and 
prevents the vast majority of newborn 
infants from developing any bleading 
condition. They do not discuss whet! 
it is @ deficiency of prothrombin or of 
proconvertin that is responsible for 
hzmorrhagie disease of the newborn, nor 
do they make any recommendations or 
comments about the com) ive value 
of vitamin Kor of vitamin XK, oxide in 
the treatment of this condition. They 
believe that there is no advantage in 
giving a single dose of vitamin K to the 
mother during pregnancy or to the infant 
at birth ; but they are carrying out further 
Atadies to see whether vitamin K 
supplements given for a longer time during 
pregnancy will have any effect in 
preventing the deficiency of these clotting 


factors in the newborn. 


«Facial Paralysis in Children. 
R. 8. Patne (Pediatrics, February, 
1957) discusses the anatomy of the facial 
nerve and the very many cal aod 
factors that can cause congenital and 
comsied tacial puenivets te BeMiren, The 
tial di between the more 
pr ar off thene is discussed, and an 
pt made to evaluate the possible 
Zivnads of wetengiond aes tec aratiaae. 
The difficulty of this evaluation lies in the 
high recovery. rate without treatment, 
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which it is believed approximates to 90% 
in children. Physical therapy by means of 


local application of heat, electrical stimula- 


_ tion, massage, splinting of the face and 


active exercises in front of a mirror is 
discussed and varying opinions about the 
value of these procedures are quoted. ‘The 
wisdom of placing a drop of mineral oil or 
olive oil in the affected eye at night to 
prevent drying is emphasized. Surgical 
decompression of the facial canal is usually 
reserved for cases in which there is no 
evidence of recovery after the first few 
weeks. The author believes that if this 
procedure is to be of value it should be 
done before degeneration has taken place, 
that is, within eighteen days of the onset 
of paralysis. He considers that there is 
considerable justification for attempting 
decompression of the facial canal in 
patients in whom there is no apparent 
recovery and a beginning reaction of 
degeneration fourteen days after the 
onset of the disease. The place of 
cortisone is discussed in detail, but 
evaluation is again difficult because of the 
high recovery rate in untreated patients. 
If @ careful study of a case of facial 
paralysis indicates that it is of idiopathic 
origin, then prompt treatment with 
cortisone should be used. It is claimed 
that the average recovery time is 
favourably influenced, at least in adults 
and probably also in children. The 
author suggests that the use of cortisone 
may eliminate the need for consideration 
of surgical decompression of the facial 
canal. Before it is used, care should be 
taken to exclude the presence of otitis 
media and poliomyelitis. The treatment 
of persisting facial paralysis by means of 
nerve grafts, plastic surgical procedures 
of the face and the use of crocodile tears 
is briefly discussed. 


Interstitial Plasma Cell Pneumonia. 
D. C0. GaspusEK (Pediatrics, April, 1957) 


reviews interstitial plasma cell pneumonia 
of premature and young infants and the 
wtiological agent, Pneumocystis carinii. 
This disease mainly affects infants 
and especially premature infants, The 
disease is usually of slow, insidious onset, 
with restlessness, languor and poor 
feeding. Tachypnwa and a_ peculiar 
bluish cyanosis about the mouth and 
under the eyes may occur. The lung 
fields may be free of physical signs, cough 
is usually not prominent, there may be no 
coryza, no fever and no weight loss, yet 
the respiratory rate continues to increase 
and respiration may become largely 
abdominal. The fully developed clinical 
picture appears after one to two weeks 
of illness, with dyspnoea, dilatation of the 
ale nasi, sternal retraction, pronounced 
use of the auxiliary muscles of respiration, 
cyanosis) and marked increase in 
respiratory rate. There is a bluish-white 
facial pallor and an anxious expression, and 
sudden, exhausting attacks of coughin 

sometimes occur. Physical findings remain 
minimal, with only fine crepitant rales 
on ing or deep breathing and some- 
times patchy impairment of resonance 
and sometimes areas of bronchial 
breathing. The disci spancy between the 
severity of dyspnea and } serecard of 
physical signs is typical. Interstitial 
em] Death i 


fever is absent or only slight. The 
duration is usually four to six weeks, 
though the insidious onset makes it 
difficult to judge this accurately. Radio- 
logical examination reveals a diffuse, 
ground-glass cloudiness of the lung with 
some lighter areas produced by the 
emphysema, Autopsy reveals pale grey 
almost airless lungs ‘which are firm, 
heavy and large, and do not collapse when 
the chest is opened. There may be 
extensive mediastinal emphysema or 
spontaneous pneumothorax. Histological 
examination reveals a fairly solid, highly 
cellular appearance, little resembling 
lung tissue. There is extensive mono- 
nuclear cell infiltration, and polymorphs 
are few or absent. The cells of the mono- 
nuclear cell exudate have been called 
plasma cells and histiocytes, but Swiss 
workers have recently affirmed that they 
are monocytes and not plasma cells. The 
alveole are filled with a characteristic 
exudate, which on staining with hema- 
toxylin and eosin, appears to be composed 
of eosinophilic hyaline-like masses, and 
faintly granular material. High 
magnification reveals that this exudate has 
a peculiar honeycomb-like structure. 
Coloured with Giemsa stain it is seen to 
contains masses of parasites. These are 
Pneumocystis carinii, This organism was 
first found almost half a century ago in 
the lungs of small mammals and of man 
in Brazil, and subsequently in the lungs 
of man and of wild laboratory rodents in 
Europe. It has been demonstrated with 
increasing frequency in the lungs of 
patients dead of the interstitial plasma 
cell pneumonia of premature and young 
infants. It has been tentatively classed 
a8 a protozoan, but many authors now 
believe it to be a fungus. It has a very 
wide geographic distribution in wild an 
domestic animals of many species, and 
has now been identified as the cause of 
interstitial plasma cell pneumonia in 
infants in many countries, including 
Australia. 





ORTHOPZASDIC SURGERY. 





Epiphyseal Arrest. 

W. T. Green and M. AnpeEnson (J, 
Bone and Joint Surg., July, 1957) in a 
report from the Massachusetts Infantile 
Paralysis Clinics and the Department of 
Orthopedic Surgery of the Harvard 
Medical School, compare epiphysiodesis 
and stapling as methods of achieving epi- 
physeal arrest for the correction of 
discrepancies in length of the lower 
extremities. In 1947 the same authors 
published a paper on epiphyseal arrest by 
epiphysiodesis, and the present publication 
records the experience gained since that 
date, The technigue of stapling was 
introduced in 1949. The results of 475 
operations, performed by various surgeons 
at this centre, are reviewed ; of these 383 
were epiphysiodeses, and 92 were 
staplings. Whether epiphysiodesis was 
performed by bone grafting or by drilling 
of the epiphyseal plate, good results were 
obtained with few exceptions. The 
shortening was well corrected, growth 
was even and over-correction was rare. 
One patient had severe tibial bowing 


of uneven arrest and refused 





physema, ‘ 
about 25% of patients, and the ot 18 
slowly recover. Even in the late stages 


further surgery, and five other patients 
required second operations to correct 


irregular growth. There was one bone 
infection, which finally healed, with an 
increase in the discrepancy. Failure to 
achieve predicted results was attributed 
to one of four main causes: (i) the 
expected growth of the opposite limb did 
not take place ; (ii) the operation failed to 
arrest epiphyseal growth ; (iii) difficulties 
were encountered in judging skeletal 
age, and variations occurred in the 
rate of growth in individual children ; 
(iv) the relative size of the patient had 
to be considered—greater correction is 
necessary in a patient tall for his age than 
in a short one. The authors emphasize 
the great importance of pre-operative 
evaluation of the amount. of further 
growth to be anticipated. Prediction 
charts used were based on either the Todd 
atlas for estimation of skeletal maturity 
or the Greulich-Pyle atlas, and both 
were found to be satisfactory. The 
stapling operation had more complications. 
Problems of localization of the epiphyseal 
plate made placement difficult. Some- 
times the staples were extruded. They 
all tended to open. Secondary operations 
were more common, mainly because 
staples had to be removed for various 
reasons. The authors emphasize that 
stapling was used as an alternative 
method of epiphyseal arrest, not as a 
method of temporary inhibition. Stapling 
has a theoretical advantage in that, if 
over-correction seems likely, growth may 
be resumed when the staples are removed, 
but this resumption does not always 
take place. 


Osteogenic Sarcoma, 

M. B. Coventry and D. C. Dante 
(J. Bone & Joint Surg., July, 1957) 
analyse 430 cases of osteogenic sarcoma 
selected from a group of some 2000 
pathologically verified tumours of bone. 
The osteogenic sarcomata were the 
largest group after myelomata. The 
authors define these as being malignant 
tumours of bone in which the proliferating 
cells produce osteoid, and subdivides 
them into osteoblastic, chondroblastic and 
fibroblastic types ; some were anaplastic. 
Chondrosarcoma and fibrosarcoma are 
excluded, as the patients fall into a 
different age group.~ The study includes a 
follow-up of 97% of cases. This showed a 
five-year survival rate of 20% after 
definitive treatment, The authors main- 
tain that the prognosis of this condition 
was regarded with undue pessimism 
until Coley, in 1950, reported 57 cases 
with a five-year survival period, and drew 
attention to the need for careful diagnosis 
and early effective treatment. The 
authors favour early surgical ablation 
without prior irradiation, When surgery 
is attémpted, the first step is to take a 
biopsy specimen from between two 
tourniquets; a frozen section is then 
examined, and a definite diagnosis can 
usually be made from this. If the diagnosis 
is proved, amputation is performed, 
preferably through the bone above the 
one involved, In the case of the 
commonest site, namely the lower end of 
the femur, a high femora) amputation is 
performed, the upper end of the amputated 
limb is examined and, if necessary, a 
further amputation can then be performed. 
The authors give statistics relating to the 
types of tumours and their relationship to 
age, site and survival rate. 
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Special Article. 





REHABILITATION: I. THE ROLE OF THE FAMILY 
DOCTOR. 





Durtna the past four years, the word “rehabilitation”, 
cumbersome although it may be, has acquired some real 
significance in Australia and particularly in New South 
Wales. Centres for the organized team work rue senctiee’ in 
this field have been started and are progressi: rapidly ; 
but at present the patients are being "referred “when they 
have been disabled for long periods. The purpose of this 
series of articles is to describe the various techniques used, 
and to explain how the family doctor-may avail himself of 
these ‘services as early as possible after the accident or 
onset of illness. 

Before any of the modern techniques are explained, it is 
necessary to realize that “rehabilitation” is a product of 
our modern civilization. All conscientious doctors have had 
the same aims for their patients through the ages; but the 
numbers of such people have increased so rapidly, with 
more efficient medical and surgical care, that it is necessary 
to devise a special service to deal with this aspect of our 
practice. 

Thirty years ago we were happy to use the motor-cars 
obtainable at that timc, but the manufacturers have so 
improved our means of transport that few people today 
would choose to ride in a Model T “Ford” car; so 
patient care. We must progress as society progresses, on 
understand the reasons why these new methods of approach 
to the patients have become necessary. 


Before the advent of antibiotics and modern methods of 
anesthesia and surgical techniques, most of those more 
seriously affected by illness and trauma perished. Those 
who survived were disabled, but few as grossly as we see 
now; for example,-few children with spina bifida survived 
beyond the first two years of life. Now, at Stoke Mandeville, 
one sees attractive young men and women, although con- 
fined to wheel-chairs, doing productive work and even 
getting married, physically well and mentally alert, with 
the will to live. To deal adequately with such serious 
disabilities, a completely new system has had to be evolved. 
This system is “rehabilitation”. 

The family doctor sees the patient first, and unless he 
knows what is available in rehabilitation centres to relieve 
him of the burden of these worrying people, he is not aware 
of their potentialities and the assistance that can be afforded 
him while keeping him constantly in the picture. 


Every undertaking in this world, if it is to suvceed, 
requires planning and a goal; if a human being suddenly 
finds himself completely dependent with an uncertain future, 
he loses faith, and as well as suffering from physical dis- 
ability, he becomes psychologically upset, to add to the 
problem. If a planned approach is adopted from the earliest 
hours, preventive measures can be undertaken which will 
save months of pain and suffering and an enormous amount 
of expense; for example, the patient who has a cerebral 
catastrophe, to gain the greatest amount of benefit from 
rehabilitation, should be evaluated within the first 24 hours 
of the onset of his hemiplegia. If he is not referred for two 
or three months, valuable time is lost and the hope of full 
recovery vanishes. If measures are adopted from the earliest 
hours, it is possible to gain complete functional recovery in 
most cases in four months—surely a great advance on the 
methods of 30 years ago. 


How May We Accomplish These Aims? 
Evaluation. 


Evaluation is the keynote of the service; this must be 
medical (both physical and mental); social and vocational. 
with the patient’s return to productive work as the goal. 


' Medical Evajuation. 


Medical evaluation requires a careful, detailed history of 
past amd present facts concerning the ‘patient, as well as a 
thorough physical examination to assess the present state 
of disability. Very careful observation of the progress in 
the first days and weeks will determine whether the recovery 
is to be rapid or prolonged. Prophylactic care should be 
exercised continually during this period of observation—for 
example, splinting of the affected joints in acute rheumatoid 
arthritis or in a patient with hemiplegia, or correct 
positioning of the stump of an amputee to prevent con- 
tractures, which are detrimental at a later date to. the 
successful fitting of a prosthesis. 








Social Evaluation. 
- Social evaluation at the time of the accident or illness 
not only gives moral support to the patient, but saves time 


and expense both in the beginning and in the-future.. In 
these days of domestic difficulties, few homes are equipped 
to care for the chronically ill, and few people are available, 
since many members of all houséholds are wage-earners. 
This is one of the most difficult problems when there is an 
acute shortage of hospital beds, as, for example, in New 
South Wales. The almoner gathers all the details and tries 
to plan the future for the patient’s social and economic 
welfare. When the victim has suffered an injury at work or 
in @ road accident, it is necessary to know his work history 
before operation is performed, in order to utilize to the best 
advantage his limbs for his return, if possible, to his previous 
employment, For example, one frequently deals with com- 
pensation cases in which many months have been spent in 
meticulous plastic surgery to the fingers of a wharf- 
labourer, who still has to be retrained for a new occupation. 
The wharf-labourer presents a very different problem from 
that of the precision worker, who requires all the skills 


of .his fine movements. 


Vocational Evatiuation. 


Vocational evaluation is intimately intermingled with 
social evaluation, but goes a step further to discover any 
latent talents possessed by the patient, when his disability 
renders him unfit for his previous vocation and new skills 
have to be acquired. The vocational officer interviews the 
patient and works with the team continually watching’ the 
future for the man. This is a morale-builder, and the whole 
team approach prevents the difficult psychological state, a 
combination of apprehension and loss of confidence, which 
is often found in workers’ compensation patients. 


The Availability of Rehabilitation Services. 


How may these services be made available to the family 
doctor? In a country such as ours, with a scattered popula- 
tion, it is not economically sound to have large centres in 
every area; but consultation with skilled and trained people 
is now available by telephone, or by letter, and the future 
admission of patients to the existing centres can be arranged 
early in this way. To the busy general practitioner, such a 
service has proved a blessing all over the world, and is now 
being accepted as an integral part of ordinary medical care.: 

The centres at present available in. New South -Wales 
are as follows: the Commonwealth Rehabilitation Centre at 
Mount Wilga, Hornsby, for pensioners and social service 
beneficiaries; the Rehabilitation Centre, Royal South Sydney 
Hospital, Zetland, which is staffed by people with extensive 
training overseas in these modern methods; the Prince of 
Wales Rehabilitation Centre at Randwick, a department of 
the convalescent section of Sydney Hospital, also with highly 
skilled staff; the remedial kitchen at Royal North Shore 
Hospital; and a very well-equipped: occupational therapy 
centre at St. Vincent’s Hospital geared to rehabilitation 
techniques for patients of that hospital. Centres are under 
construction at the Eastern Suburbs Hospital and Royal 
Prince Alfred Hospital, but are not yet functioning. 


Recently it has been my privilege to visit 50 different 
centres in the United States of America, Canada, Great 
Britain, Scandinavia and Germany, and I am sure that, 
thanks to all our Australian medical and ancillary personnel 
who have studied the techniques of rehabilitation overseas 
at great inconvenience and expense to themselves; we are 
now able to offer a service equivalent to anything available 
in other parts of the world. The best centres have all 
had small beginnings, and it is universally agreed that for 
social as well as medical reasons this is the correct 
approach; the aim should be a case load of about 100 patients 
per day, the ideal size of a centre. 


The support of the family doctor for these centres is 
essential. In return, they offer him a service which will free 
him of many of his most worrying problems with help and 
guidance, while the patient still remains his own. 


The family doctor is the most important person in the 
recognition of crippling disease or accident. He sees the 
patient “from the cradle to the grave”, and is the only 
person trained for overall observation. He first sees the 
baby with the congenital heart abnormality, congenital 
amputation of a limb and other congenital deformities, the 
child with cerebral palsy. He sees all the early cases of 
infectious disease, and is usually the first person to recognize 
the early signs of poliomyelitis. He first sees the largest 
proportion of industrial and road accidents, as well as 
accidents in the home. In the older age group,’ he is the 
first person called to the patient who has had a coronary 
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occlusion or a cerebro-vascular accident; in fact, he sees 
the patient from the beginning to the end of the disease or 
to the end of his life, as the case may be. 

In these days of increasing work and increasing know- 
ledge, it is becoming more and more difficult for everyone 
to acquire all the techniques necessary to bring many of 
these human catastrophes to a satisfactory ending. To aid 
in the fulfilment of every doctor’s wish—recovery to the 
fullest extent compatible with the patient’s remaining 
abilities—rehabilitation centres have been established to 
assist where the disability needs the attention of a team 
rather than one person.’ The object of this series of articles 
is to acquaint the family doctor with the available facilities, 
so that we can all work together from the earliest hours. 


All’ over the world, the general practitioner plays an 
ever-increasing role in these centres, and so derives greater 
and greater benefit from their establishment. The centres 
cannot function without him; he is welcome at the original 
evaluation conferences, he supervises the patient in his 
home, and he is kept in the picture continually. With the 
cooperation of general practitioners, this is the atmosphere 
we are striving to create here. 

Naomi WING, 
Sydney. 


<i 
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British Medical Association. 





VICTORIAN BRANCH: SCIENTIFIC. 





A MEETING ofthe Victorian Branch of the British Medical 


Association was held on May 1, 1957, at the Medical. Society 
Hall, 426 Albert Street, East Melbourne. 


Subdural Hygroma. 

Dr. J. B. Curtis read a paper entitled “Subdural Hygroma” 
(see page 69). 

Sir James Paterson Ross, in opening the discussion, con- 
gratulated Dr. Curtis on a clear exposition of a difficult 
subject. He said that although Trotter’s classical descrip- 
tion of chronic subdural hematoma was well known, he was 
pleased to hear the. reference to the contribution of Adam 
McConnell, who had worked out those cases clearly and 
convincingly. ‘He was also glad to hear that Dr. Curtis did 
not accept the theory of an arachnoid tear. The moral of 
those cases was that when, after acute head injury, patients 
failed to do well, a surgeon should be prepared to make burr 
holes and look for a hematoma or a hygroma. If the fluid 
contained protein, osmosis would lead to an increase in its 
bulk and, therefore, an increase of intracranial pressure, 
and he wondered whether infection might be a contributing 
factor. Was it possible that the infant patients quoted had 
had_a specific infection, and was the Wassermann reaction 
determined? The extraordinary outcome of that condition 
in some cases was’ difficult to explain, and it was dis- 
appointing to find that, even with the removal of the fluid, 
some patients did not improve. Was it possible that multiple 
collections accounted for the return of symptoms, or had 
the brain failed to expand? If the latter, could anything be 
done? Doubtless in some cases the original injury and 
vascular damage accounted for the failure of brain 
expansion. 

Sir James Paterson Ross said that nowadays he did not 
see much intracranial surgery, and his colleague McConnell, 
who was actively engaged in that field, did not see many 
cases in babies, which was contrary to American experience. 
It might be thought that those cases were being missed; 
but post-mortem examination showed that not to be so, 
and he would be interested if Dr. Curtis could throw light 
on the difference between English and American experience. 
It was important to realize that mental disorders were often 
associated with chronic subdural collections, and such 
patients were frequently found in mental hospitals; but it 
was also important to realize that mental disorder might 
occur very early, as had been shown in Dr. Curtis’s series. 

PRoressoR Maurice Ewine said that one of Dr. Curtis’s 
patients was under his care at the Royal Melbourne Hos- 
pital. She had made a slow recovery, but now confabulated 
in a most delightful way and seemed to enjoy life. In 
future he himself would be more alert to detect those cases. 

Dr. Greorrrey NewMaNn-Morris said that he was interested 
from the point of view of the “post-traumatic syndrome”. 
He saw all too many of those cases on behalf of insurance 
companies, and he was convinced that they were not “com- 


pensation syndromes” but real entities; the patients had 


headaches and.what he might call “snitchiness”. He 
wondered whether they were suffering from _ subdural 
collections. 


Dr. Kate CAMPBELL said that in the infant cases quoted 
by Dr. Curtis the Wassermann test had not been carried 
out, but the majority of the mothers had not yielded positive 
Wassermann reactions before confinement. 

Dr. Rearnatp Hooper said that care was necessary in 
relation to the pathology. He had concluded that the pia- 
arachnoid in its intact state was practically impermeable to 
cerebro-spinal fluid, but if it was damaged by trauma or 
infection it became permeable, and in some cases, cerebro- 
spinal fluid came through the arachnoid like beads. He 
thought that thrombo-phlebitis was a classical cause of 
subdural collections in children, and if the protein content 
of the effusion was small it would gradually be absorbed. 
He considered that Dr. Curtis had done a great service in 
pointing out the value of early exploration in the cases 
under discussion, and he thought in all cases in which the 
p> gras became stationary, exploration should be carried 
out. 

Dr. JoHN Apgy said that it was well recognized in mental 
hospitals that acute confusion could occur after cerebral 
trauma, but if the patient survived, in many cases confusion 
gradually cleared up. Commenting on Dr. Newman-Morris’s 
remarks on traumatic neurasthenia, Dr. Adey said there 
had been many cases in the last war, but not from war 
injuries; they usually occurred in dispatch riders after 
collisions. Those affected complained of headache and other 
symptoms, which were quite real, and when it was insisted 
that such patients should remain for three weeks in bed, 
after even minor head injuries, the results were greatly 
improved. 

Dr. Curtis, in reply, said that most of the questions which 
had been raised had been answered. In one of his cases he 
considered that the subdural effusion was the result of 
staphylococcal infection, and trauma was not the only 
factor—infection played a role. He did not reject thrombo- 
phlebitis as a cause in such cases, but had not been able to 
prove it. He regarded the question of variation of incidence 
in different places as a thorny one; but there was li:tle 
doubt that if cases were looked for, they would be found. 
With reference to the failure of the brain to expand, he 
considered that in some cases that was due to a further 
collection of fluid, but in the acute group it was, he thought, 
due to severe injury, of which fluid collection was only a 
part. The situation was comparable with that occurring in 
cases of acute. subdural hemorrhage, in which often, after 
early improvement, there was relapse because of underlying 
severe brain damage. 


<i 
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Dut of the ast. 


In this column will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 











THE MEDICAL BOARD IN SOUTH AUSTRALIA. 





{From the Australasian Medical Gazette, April, 1890.] 





THOUGH upwards of three months have elapsed since the 
passage of the amending Medical Act in South Australia, 
no Medical Board has yet been appointed to take the place 
of the old one, the members of which so unselfishly resigned 
on August 26, 1889, from conscientious objections to the 
liability which, by a decision of the Supreme Court, they 
were under to register diplomas that they considered were 
of an untrustworthy character. As a consequence of there 
having been no Medical Board for seven months in that 
colony, no list of medical practitioners has been published 
for this year and no new arrivals have been registered, the 
medical superintendent and four other resident medical 
officers of the Adelaide Hospital being unregistered at the 
present time. These gentlemen are, of course, fully qualified, 
but the anomaly remains that the metropolitan hospital has 
five unregistered medical practitioners for its resident staff, 
which we are sure must be in contravention of the con- 
stitution under which it has been established. The continued 





4From the original in the Mitchell Library, Sydney. 
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neglect of such a vital matter as the appointment of a Board 
for the carrying out of the Acts regulating the practice of 
medicine is not creditable to the Government of South Aus- 
tralia, and is less so when the Premier.is a member of the 


profession. 





attiesS 
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Correspondence. 





KALA-AZAR IN A CHILD OF FIVE YEARS. 





Sir: Dr. Rigg’s report on the child with Mediterranean 
kala-azar (March 23, 1957) has only recently come to. my 
notice, and, as it raises some important issues, I would 
like to make a few comments which may be helpful to any 
of your readers who may encounter a similar problem. 


Firstly, regarding the choice of drug. One of the extra- 
ordinary things about kala-azar is that the results of 
antimony treatment vary according to geographical factors. 
For example, a good response can be expected in the Indian 
and Chinese forms of the disease, but the Sudanese and 
Mediterranean forms respond poorly. This, however, is 
only a generalization, for “Solustibosan” (the Bayer product 
of sodium antimony gluconate) has been successfully used 
in the Sudan by Kirk and Sati, and antimony tartrate, 
which proved a failure in China, has been used by Izzo* 
in Italy with good results. The situation has*been summed 
up by Napier, when he says that there is a drug of choice 
for each geographical area, and, within a given area, a 
patient who is resistant to one antimony compound will 
often respond to another. 

When Kirk‘ reported promising results with pentamidine 
(an aromatic diamidine) in the treatment of kala-azar in the 
Sudan, it. was hoped that it would prove successful in 
Mediterranean kala-azar, but this hope has not been ful- 
filled. Dr. Rigg’s disappointing experience with this drug 
has been shared by many before him, and I agree with 
Dr. Dudley Hagger (April 27) that it is a pity antimony was 
not tried before resorting to splenectomy. I remember Sir 
Neil Hamilton Fairley’s wise counsel against splenectomy 
when we had to treat a child of 19 months, desperately ill 
with Mediterranean kala-azar, in whom. péntamidine had 
failed. A “normal” course of “Pentostam” (the Burroughs 
Wellcome preparation of sodium antimony gluconate) for a 
child weighing 11 kilograms (24 pounds) was equally unsuc- 
cessful, and we had to give a course’ of over twice the 
previous dosage before obtaining any improvement. This 
consisted of a total dosage of 0:22 gramme per kilogram of 
body weight instead of the normal 0-1 gramme per kilo- 
gram of body weight, divided into 15 daily intramuscular 
injections, the last seven injections being of 0°2 gramme 
(two millilitres) each. This course was repeated after an 
interval, and the child has made what appears to be a 
complete recovery. As Mediterranean kala-azar usually 
affects children, I suspect that a common cause of failure 
with antimony is that calculations of dosage according to 
body weight do not take into consideration the diluting 
effect of the large quantity of blood stored within the grossly 
enlarged spleen. 

Secondly, regarding the dangers of antimony therapy. 
When Dr. Rigg says “It was decided ... not to use any 
antimony preparation to treat the disease because of the 
considerable hazard of toxicity”, I think he is being unduly 
pessimistic. When I treated large numbers of children for 
schistosomiasis in Southern Rhodesia} using various trivalent 
antimonials, I was struck by the absence of serious toxic 
effects, and it is my impression that children tolerate 
antimony compounds better than do adults. Izzo? met 
virtually no side-effects using antimony tartrate in treating 
240 children for kala-azar in Naples. So far as pentavalent 
antimonials are concerned, the toxic effects which have been 
recorded with the older preparations such as urea stibamine 
(Napier*®) are extremely rare with sodium antimony 
gluconate (Schmidt*), and I have not observed any untoward 
reactions when this compound in the form of “Pentostam” 
has been used in this hospital. 

Thirdly, regarding the future management of Dr. Rigg’s 
patient. I think it should be appreciated that the removal 
of the spleen may not have eradicated the infection, even 
though four courses of pentamidine succeeded in freeing the 


1 Ann. Trop. Med. & Parasitol., 1947, 41:14. 

2 Acta med. ital., 1957, 12: 128. 

3J. Trop. Med. & Hyg., 1949, 52: 244. 

*Tr. Roy. Soc. Trop. Med. & Hyg., 1939, 32: 533. 
SIndian M. Gaz., 1926, 61: 559. 

*J. Trop. Med. & Hyg., 1950, 53: 95. 





sternal marrow of Leishman-Donovan bodies, for the infec- 
tion may smoulder in the liver. Das and Sen Gupta’ have 
shown that kala-azar may become active again after 
splenectomy, and, in view of this, it would be advisable to 


- examine the child at regular intervals for several years to 


come. 
Yours, etc., 
‘Hospital for Tropical Diseases, W..H. Jopuina. 
4 St. Pancras Way, 
London, N.W.1. 
December 19, 1957. 





“BE STRONG AND OF A GOOD COURAGE.” 





Str: In the course of his Rupert Downes Memorial Lecture 
(M. J. AvustTraLtia, December 21, 1957, page 892), Major- 
General Sir Kingsley Norris made an enfilading attack upon 
the Australian Army Rifle Clubs. This attitude, which 
appears to become intermittently fashionable among some 
of the senior defence and administrative officers, is appar- 
ently based upon various misconceptions as to the functions 
and utility of the rifle clubs (the Minister for the Army, 
Mr. Cramer, when presenting the prizes at the Queen’s 
Prize Shoot on Anzac Range, Sydney, on October 11, 
admitted that that was the first occasion he had been on 
an army rifle range). ‘ 


The opinion seems to be that the rifle clubs are merely 
parasites upon the Defence Department, enjoying cheap 
sport at national expense—taking all and giving nothing 
in return. Apart from other essential non-service gear, 
which they buy elsewhere at market prices, rifle club 
members purchase their service rifles and associated parts 
from Ordnance very cheaply, and pay considerably more to 
have them put into a serviceable target-shooting condition. 
Since these rifles and parts are recoverable stores, they 
represent not a charge upon, but a net gain to, the army, 
equal to their nominal purchase price — which means that 
the army sells its cake and still has it in the long run too. 


Ammunition is acquired from army, part free issue to, and 
part bought by, the clubs for cash, per efficient member. 
Since this ammunition, if not used by riflemen, would be 
disposed of by destruction, yielding a net return of nil, it 
cannot reasonably be claimed that we represent a charge 
upon them in this respect. A large quantity of ammunition 
was destroyed adjacent to the range during the last Queen’s 
Shoot in Sydney, rather robbing of its point the Minister’s 
complaint that we were costing his Department too much 
for ammunition. 


These, however, are probably minor, albeit important, 
points. The main issues generally seem to boil down to: 
.(a) the rifle clubs cost the country too much—the Com- 
monwealth subsidy in the last Budget was £77,000, not the 
£600,000 erroneously quoted by General Norris; (b) that 
training in the use of the rifle is, or will be, unnecessary 
for the soldier of the future with his automatic weapons. 


With regard to the first point, it may be of interest to 
the General to point out that most of the subsidy is spent 
on part of the cost of maintenance of rifle ranges through- 
out the Commonwealth, the rest, and greater part of the 
necessary expenditure in this direction, being found by the 
rifle clubs — £30 grant/£90 club expenditure was the ratio 
in this small club last year; and the ranges maintained. by 
the clubs on this basis are used by local military formations 
for their regular small arms training. and efficiency shoots, 
both rifle and automatic weapons. Hence the army has 
maintained for it, and available on dsmand, safe range areas 
throughout the Commonwealth for weapon training. 
Physically the rifle clubs maintain these wholly, and for 
the greater part financially, without retaining any rights 
on the property whatsoever. 


_As to the second poiat, which is a hotly debated one, I 
would make two ‘submissions: whilst the ability to hit a 
small bullseye at 1000 yards (not a range used now, any- 
how) might be considered “lily-painting”. (and a darned 
Sight harder and heeding a lot more training to do), the 
military effectiveness of an automatic small arm can only 
be increased when used accurately by a man who learnt to 
use a rifle properly'as a member of a rifle club, he being, 
besides, a more apt recruit to convert to the former weapon. 
In contradistinction is the recruit who, unversed in the use 
and techniques of accuracy with a rifle, looks upon the 
automatic weapon as a rather exotic form of shotgun 
wherein the volume of fire compensates for his lack of 
accuracy; quite apart from the problems of manufacture, 
distribution and supply of the enormously increased’ expendi- 


1 Lancet, 1950, 2: 681. 
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ture of ammunition so entailed. Further, since these 
automatic small arms have become essential to modern 
armies, you will have to have safe places available in which 
to train men in their use— where else than on the rifle 
ranges? 

“I appeal to the young men in the community to take 
an active interest in the rifle club movement. People are 
saying without any support, however, that the day of the 
rifle is finished and that the next war will be fought by 
merely pushing buttons. That is totally untrue, and man 
is still the first weapon of war, whilst the first weapon of 
man is the rifle, then the tommy-gun, and so on. Believe 
me, the rifle will always be a big factor in winning or, in 
its absence, of losing battles. I therefore commend rifle 
shooting and the use of the rifle to everybody.”—Field 
Marshal Viscount Montgomery. ; 


I would respectfully suggest to General Norris that the 
army gets more out of the rifle clubs than it puts into 
them; and if he persists in thinking otherwise, then he does 
not know a good thing when he sees it. 

Yours, etc., 
J. E. BINN«g, M.B., BS., 
Honorary Secretary, 

Kyogle, Kyogle Rifle Club. 
New South Wales, 

December 21, 1957. 





CARCINOMA OF THE LUNG: ALWAYS A SUSPECT. 





Sir: Though this hospital is ceasing to function as a chest 
institution, a diagnostic and follow-up chest clinic with 
facilities for all necessary investigations is being maintained. 
No thoracic surgeon visits this hospital now and, therefore, 
when a diagnosis of a probable carcinoma is reached, or 
when surgery is indicated, the patients are referred to one 
of the major thoracic units in Sydney for admission. The 
following case we had recently might be worth recording 
because of the age of this patient. 


M. (a male, aged 32) had a routine X-ray on September 
17, 1957, which showed an area of consolidation in the left 
upper lobe. A repeat X-ray was carried out on November 12, 
1957 (an earlier appointment had actually been given, but 
the patient was delayed because of family matters). This 
showed obvious increase in consolidation and the patient 
was referred to this clinic on November 18, 1957. He 
arrived about 9.30 a.m. and was able to leave at 3 p.m. In 
this interval a full clinical examination was carried out, 
and the following investigations were done: (i) follow-up 
postero-anterior X-ray; (ii) blood count and blood sedi- 
mentation rate; (iii) Mantoux test; (iv) sputum tests for 
acid-fast bacilli and secondary organisms; (v) left lateral 
tomography; and (vi) bronchoscopy (when necessary 
bronchography is done simultaneously). He gave a history 
of some blood-streaked sputum some weeks previously, 
otherwise he felt well and no abnormalities were detected 
on physical examination. In this particular case the findings 
were not conclusive; but carcinoma was still‘ suspected on 
radiological appearances, and accordingly arrangements 
were made for the patient’s admission to a thoracic unit in 
Sydney. There a left scalene node biopsy was performed, 
examination of which showed oat-cell carcinoma. 


This case illustrates that the least possible delay existed 
here between pick-up, diagnosis and referral to surgeon, and 
yet the prognosis is unfavourable. he fact that this man 
is married and has five children (twins having been born 
to his wife 10 days previously) only adds further to the 
unfortunate circumstances of this case. 


For some time now carcinoma of the lung has superseded 
tuberculosis in importance because of an increasing rate 
in case-finding and mortality. The estimated number of 
deaths (from carcinoma of the lung) in England and Wales 
for 1955 was 17,000. In the more forward countries tuber- 
culosis is rapidly being brought under control, and some 
of these countries are now setting up centres for the early 
detection of malignant disease. 


Due emphasis has often been placed on the early diagnosis 
of lung carcinoma, as only then is radical surgery with 
hope of recovery made possible. It has been stated that 
much of the delay between onset of symptoms and seeing 
the surgeon often lies with the chest physician. -In his 
review, Vernon Thompson in 1957 found an average delay 
of 19:2 -weeks from chest physician to operation. The 
comparative figure of E. N. Moyes (1957) was 6°6 weeks. 
With better organization these figures should be consider- 
ably decreased. 


Whenever a carcinoma of the lung is suspected it has 
always been our policy to carry out all the necessary 
investigations with the least possible delay and surgical 
consultation held within a week of our first seeing the 
patient. Indeed, as the above case illustrates, the investiga- 
tions could be completed on the same day. The patients 
are not alarmed at being put through the whole machinery. 
Once the problem is discussed with them, we have usually 
found them most cooperative and grateful for what has 
been done for them. 

Even if after all the necessary investigations the diagnosis 
is only a tentative one, a surgical consultation should still 
be sought without delay, as so often a diagnostic thorac- 
otomy is obviously indicated. This applies even more so 
today, because in the right hands the risks attached are 
negligible. 

H. P. Longstreth et alii in 1957 published a series of 
cases in which a diagnostic thoracotomy was carried out. 
They had no mortality or morbidity and, moreover, they 
claim that in some cases it helped to institute appropriate 
treatment immediately, thus avoiding unnecessary prolonged 
treatment of such cases as “tuberculosis”. They also found 
that the undiagnosed patient can be saved considerable 
inconvenience and his prognosis improved because of earlier 
surgical intervention. In their opinion, the practice of 
“watchful waiting” is no longer justified. 


The facilities of chest clinics are at the disposal of all 
medical practitioners alike. All cases presenting with 
unexplained cough, wheezing or dyspnea, recurring respira- 
tory infections, small repeated hemoptyses, should be fully 
investigated with the least possible delay to exclude car- 
cinoma of the lung. The greatest possible cooperation 
between general practitioner, chest physician and thoracic 
surgeon would ensure an earlier diagnosis and, therefore, a 
better chance for radical treatment. Indeed, it would also 
be relevant to express the hope that a diagnosis of possible 
carcinoma of the lung should be the password into any 
thoracic unit. In the interest of the patient, no waiting 
list should be allowed to build up. 

Yours, etc., 
; N. A. SALIBA. 
Bodington Red Cross Chest Hospital, 
Wentworth Falls, , 
New South Wales. 
December 13, 1957. 





PLANTS, INCLUDING FUNGI, POISONOUS OR OTHER- 
WISE INJURIOUS TO MAN IN AUSTRALIA, 
SERIES V. 





Sir: Those of your readers “who are interested in this 
subject will find Series V of the above in The South Aus- 
tralian Naturalist, Volume 31, Number 3, pages 36 to 39, 
and Number 4, pages 53 to 58. Series IV appeared in this 
Journal in 1943. 

Yours, etc., 


The University, J. B. CLELAND. 


Adelaide, 
December 18, 1957. 





SPRUE. 





Sir: Your number of October 12 has just reached me. 


I was interested to see the article by Dr. R. A. Douglas 
on sprue as he has seen it in Australian aborigines. As he 
points out, it has previously been considered to be a disease 
of Europeans only. However, his findings show that this is 
not so, and similarly we have found a large number of 
cases here among the Indian population.? 


Dr. Douglas states that his cases responded to folic acid, 
which removed all symptoms and apparently cured the 
patient. This also is what the South American authors have 
found. However, Dr. Douglas does not state what his 
criteria were for normality. 


There is no doubt that in every case folic acid will 
cause reversion of megaloblastic change in the bone marrow 
and will cure the anemia (at least temporarily), even if 
that anemia be due to B,, deficiency. However, if one 
studies these cases closely, it will often be found that folic 
acid makes no change in the number~or character of the 
stools: which the patient passes, and also no change in the 





1Indian J. M. Sc., 1957, 2: 687. 
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fat excretion. _We have not been able to influence the level 
of fat excretion in cases of sprue by giving folic acid, nor 
by giving B,, and I would seriously question the statement 


that these cases are due to a deficiency disease. As far as" 


our cases here are concerned, I am sure that the disease 
is not due to a deficiency, but that all the deficiencies, 
whether they be B,, folic acid, iron or other substances, 
are secondary to some intestinal disorder. 


It would be very interesting to know whether or not the 
cases among the Australian aborigines really are cured by 
folic acid treatment or whether it merely cures their anszmia. 
It may well be, of course, that there are regional differences 
in the disease in different parts of the world, and I am 
therefore writing this letter to urge Dr. Douglas, or anyone 
else who may have access to cases of this type, to study 
the response to folic acid in greater detail. It would be 
desirable to put the patients on a continuous daily fat 
balance, and watch the effect of the folic acid administration 
= -_ fat excretion and on the nature and character of the 
stools. 


Yours, etc., 
S. J. Baker, M.D., 
Lecturer in Medicine. 
Christian Medical College Hospital, 
Vellore, 
India. 


December 21, 1957. 





ACUTE APPENDICITIS IN A*CENTENARIAN. 





Sm: It may interest you and your readers to know that 
a female patient, aged 100 years and four months, was 
successfully operated upon for a gangrenous appendix at 
Balmain Hospital on the third instant. She presented 
with signs of an acute abdomen and a painful inguinal 
swelling on the right side. We opened into a femoral 
hernia, which had very thickened walls and was filled with 
a purulent fluid. The sac was removed and closed, and a 
paramedian incision made and a gangrenous appendix found 
and removed. The wound was closed, a tube inserted 
through a stab wound and the patient made an uninter- 
rupted recovery. She was discharged from hospital on 
Friday, December 13. 

I think this case is of interest, as I can find no reference 
in the literature to any acute appendix in anyone 
approaching this age, and would be pleased to hear of any 
similar case. 

Yours, etc., 

175 Macquarie Street, ARTHUR SHAPPERE. 
Sydney, 

December 16, 1957. 


IMMUNIZATION OF RH-NEGATIVE POST-MENOPAUSAL 
WOMEN BY RuH-POSTIVE BLOOD TRANSFUSIONS. 





Sir: Dr. Krieger, in her article on “Immunization of Rh- 
Negative Post-Menopausal Women by Rh-Positive. Blood 
Transfusions” in your Journal of December 14, 1957, has 
performed a service by drawing attention to the fact that 
even the-most careful cross-matching is not infallible, and 
that every transfusion must therefore be recognized as 4 
calculated risk. ; 


None the less it must be stressed that her findings should 
not destroy confidence in the value of cross-typing. It is 
not a futile procedure, but is as safe as any biological test 
can be, and moreover affords the only measure of protection 
available to those receiving transfusions, or for that matter 
to those performing them. 


It is well recognized by the blood transfusion services 
that the giving of homologous blood is desirable in the great 
majority of cases, and the fact that Rh-positive blood may 
be issued for Rh-negative patients who show no evidence 
of previous sensitization, and who will not in future bear 
children, means simply that this is the best that can be 
done for those particular patients under existing circum- 
stances of ‘supply. The choice lies between Rh-positive 
blood and none at all. Certainly all the Rh-negative blood 
which is available is used up on patients who could not 
receive any other type. Were there sufficient Rh-negative 
donors on the panel, homologous blood would undoubtedly 
be issued for all Rh-negative patients. 


The evidence that any serious harm can arise from the 
transfusion of Rh-positive blood to Rh-negative patients who 


show no indication of previous sensitization is far from 
convincing. In the cases where antibodies develop, the 
survival of the transfused cells may well be diminished, but 
this does not appear to be accompanied by any severe 
reaction. Even in the case where latent sensitization facili- 
tates the rapid production of antibodies, as postulated in 
Dr. Krieger’s third case, the occurrence of severe reaction 
must. be so rare as to fall within the range of experimental 
fallibility. It is, however, a pity that we were not aware 
of the patient’s previous history at the time the blood 
was requested for her. 

The problem would be solved if more doctors and hospitals 
using our service took an interest in obtaining new donors 
from among the relatives of their patients. "With the full 
cooperation of the profession in this regard, many of these 
worrying factors might be avoided. ; 

Yours, etc., , 
J. P. Morris, 
Director, Australian Red Cross Society 
(Victorian Division) Blood Transfusion 





Service. 
Royal Melbourne Hospital, 
Melbourne, 
December 19, 1957. 
PPost-Oraduate Tork. 


THE POST-GRADUATE COMMITTEE IN MEDICINE IN 
THE UNIVERSITY OF SYDNEY. 





Annual Subscription Course. 


Tur Post-Graduate Committee in Medicine in the 
University of Sydney announces the following lectures in 
a@ course arranged around the visit to Sydney of Professor 
H. Olivecrona, Serafimerlasarettet,. Stockholm: Friday, 
January 31: 1.30 p.m., Scot Skirving Lecture Theatre, Royal 
Prince Alfred Hospital, seminar, “Cerebellar Spongio- 
blastomas”. Thursday, February 6: 8.15 p.m., Stawell Hall, 
145 Macquarie Street, “Hypophysectomy in the Treatment 
of Malignant Disease”. Monday, February 10: 8.15 p.m., 
Stawell Hall, 145 Macquarie Street, “Trigeminal Neuralgia”. 
Wednesday, February 12: 2 p.m., Maitland Lecture Theatre, 
Sydney Hospital, “Treatment of Acoustic Tumours”. 

Professor Olivecrona will also visit the following centres: 
Friday, January 31, 11 a.m., Royal Prince Alfred Hospital: 
Neurosurgical department. Monday, February 3, 2 p.m., St. 
Vincent’s Hospital: Clinical discussion. Wednesday, February 
6, 2.80 ».m.,. Royal Prince Alfred Hospital: Neurological 
consultative clinic. Thursday, February 6, 11 a.m., The 
Royal North Shore Hospital: Presentation of cases. Monday, 
February 10, 2.15 p.m., Royal Alexandra Hospital for 
Children: Case demonstration and discussion. Tuesday, 
February 11, 11 a.m., Brain Research Unit, Physiolcgy 
Department, the University of Sydney. 

The above programme will be available to all members of 
the annual subscription course. 


General Practitioner Courses, March, 1958. 


The Post-Graduate Committee in Medicine in the 
University of Sydney announces that the following week- 
end courses for general practitioners will be held in Sydney 
during March, 1958. 

A course in neurology will be held at The Royal North 
Shore Hospital of Sydney on Saturday, March 15, from 
2 p.m. to 6.15 p.m., and on Sunday, March 16, from 9.45 a.m. 
to 5.15 p.m. The fee for attendance is £3 3s., and programmes 
are now available. 

A course in electrocardiography will be held at Sydney 
Hospitai on Saturday, March 22, from 10 a.m. to 5 p.m., 
and on Sunday, March 23, from 10 a.m. to 1 p.m. The fee 
for attendance is £3 3s., and programmes are now available. 


Diploma Courses, March, 1958. 
The oe diploma courses will. begin in Sydney in 
» 1958. 5 
‘A course of instruction for candidates for the final 
examination for Fellowship. of the Royal Australasian 
College-of Surgeons has been organized by the New South 
Wales State Committee of the Royal Australasian College 
of Surgeons in conjunction with the Post-Graduate 
Committee in Medicine. The course will be held from March 
17 to April 25, full time, under the direction of the Professor 
of Surgery in the University of Sydney, Professor John 
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Loewenthal. The headquarters for candidates will be the 


_Harold Dew Room at the New Medical School. Lectures, 


demonstrations and clinical teaching will be conducted at 
each of the four teaching hospitals. Candidates must have 
passed the primary examination of one of the Royal Coileges. 
The course is limited, and early application to the Post- 
Graduate Committee in Medicine is essential. The fee for 
attendance is 20 guineas. 


A course for Part I of the Diploma in Diagnostic 
Radiology of the University of Sydney will begin on March 
17 and continue for a period of four months. The fee for 
attendance is 45 guineas, and copies of the by-laws and 
regulations governing this diploma may be obtained on 
application to the Committee. 


A course for Part I of the Diploma in ‘Therapeutic 
Radiology of the University of Sydney will begin on March 
17 and continue for a period of four months. The fee for 
attendance is 45 guineas, and copies of the by-laws and 
regulations governing this diploma may be obtained on 
application to the Committee. 


Method of Enrolment. 


Early written application for attendance at these courses 
should be addressed to the Course Secretary, The Post- 
Graduate Committee in Medicine, 131 Macquarie Street, 
Sydney. Telephones: BU 4497-8. Telegraphic address: “Post- 
grad Sydney.” 5 


General Revision Course, 1958. 


The Post-Graduate Committee in Medicine in the 
University of Sydney announces that its annual general 
revision course will be held for two weeks from Monday to 
Friday, May 5 to-16, 1958, inclusive. The main theme of the 
course is therapeutics. As in former years, the programme 
will be a comprehensive survey of modern trends in diag- 
nosis and treatment of special value to general prac- 
titioners, consisting of lectures, special demonstrations, 
symposia, discussions and conferences. Social activities will 
include a cocktail and buffet party, and the eleventh Annual 
Post-Graduate Oration in the Great Hall of the University 
of Sydney, to which all members of the course and their 
wives will be invited. A golf competition for the Post- 





Graduate Golf Cup, open to members, will also be held, and 
the Brydon Cup will be for competition by country members. 
The fee for attendance is £12 12s., full time, or £6 6s. for 
one week or part time. Fees and travelling expenses incurred 
by practising members of the profession in attending this 
course are allowable income tax deductions. 


Early written application, enclosing remittance, should 
be. sent to the Course Secretary, The Post-Graduate Com- 
mittee in Medicine, 131 Macquarie Street, Sydney. Tele- 
phones: BU 4497-8. Telegraphic address: “Postgrad Sydney.” 





FEDERATION OF COUNTRY LOCAL ASSOCIATIONS 
(NEW SOUTH WALES). 





Post-Graduate Week at Canberra. 


THE seventh annual post-graduate week of the Federation 
of Country Local Associations will be held at Canberra from 
April 14 to 18, 1958. In addition to an interesting scientific 
programme, highlights of this course include the following: 
a visit to the John Curtin School of Medical Research, where 
advanced research techniques will be demonstrated; a con- 
ducted tour of the Research School of Physical Sciences; a 
trip to Mt. Stromlo, where the new telescope will be demon- 
strated; a visit to the Commonwealth Scientific and 
Industrial Research Organization, etc. Further particulars 
may be obtained from the Course Secretary, Dr. A. G. 
Cumpston, Post Office Box 365, Canberra City, A.C.T. 





CLINICO-PATHOLOGICAL CONFERENCES AT 
SYDNEY HOSPITAL. 





THE Director of the Clinical Research Department, Sydney 
Hospital, asks us to announce that clinico-pathological con- 
ferences at the hospital will. be held as usual during 1958. 
The meetings will take place in the Maitland Lecture 
Theatre at 5 p.m. on the third Tuesday of each month, 
from January 21 to November 18. 








* DISEASES NOTIFIED IN BACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED DECEMBER 21, 1957." 









New Australian 
Disease. South Victoria. . | Queensland. South Western Tasmania, Northern Capital Australia, 
Wales. Australia. Australia. Territory. | Territory. 
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Che College of General Practitioners. 





PROPOSED SOUTH AUSTRALIA FACULTY. 





A MEETING of the College of General Practitioners is to be 
held at Newland House, 80 Brougham Place, North Adelaide, 
on Saturday, February 8, 1958, at 8 p.m. All medical prac- 
titioners who are interested in the proposal to establish the 
South Australia Faculty of the College are invited to attend 
this meeting. J 





— 
<——- 


Congresses, 





FOURTH INTERNATIONAL GOITRE CONFERENCE. 





Tue American Goiter Association and the London Thyroid 
Club announce that the fourth International Goitre Con- 
ference will take place in London from July 5 to 9, 1960. 
This will precede the International Endocrine Conference in 
Scientific sessions will be held 
under the presidency of Sir Charles Harington at the Royal 
College of Surgeons, Lincoln’s Inn Fields, 6n July 6, 7 and 8. 
Participants will be required to pay a registration fee of 
£4 sterling or $10 U.S. Proceedings will be published in 
English, French, Spanish and German. Those who desire 
to submit papers for consideration by the Programme Com- 
mittee should send abstracts not later than December 31, 
1959, to either of the following: Dr.. Selwyn Taylor, 
8 Roedean Crescent, London, S8.W.15; Dr. John C. McClintock, 
149% Washington Avenue, Albany 10, N.Y., U.S.A. A very 
few honoraria will be available for travelling expenses; 
particulars may be obtained from Dr. Selwyn Taylor or 

J. C. McClintock. Hotel reservations may be secured 
a Thomas Cook and Son, Limited, and it is expected that 
special travel facilities will be offered by. B.0.A.C. 


Copenhagen by ten days, 





Maval, Wilitary and Ait force, 





“APPOINTMENTS. 





Tus following appointments, changes etc. are promulgated 
in the Commoniealth of Australia Gazette, No. 1, of 


January 2, 1958: 


RoyAL AUSTRALIAN AIR FORCE. 
Permanent Air Force. 
Medical Branch, 
The following Flight Lieutenants are promoted = the rank 


of Squadron Leader: D. M. Newman (013992), Cameron 


(039928) (Acting Squadron Leader), W. Blake (014786), yg a 
Stephenson (0312182) (Acting Squadron Leader), 
Checcucci (0311661) (Acting Squadron Leader). 


aii 
—_—_ 





Mominations and Clections, 





THE undermentioned have applied for election as members 


of the New South Wales Branch of the British Medical 
Association: 


Bagdonavicius, Irene, M.D., 1949 (Univ. Tiibingin) (pro- 
visidnally registered in acco mee with the 
provisions of Section 17 (1c) of the Medical Prac- 
titioners Act, 1948-1957), 124 Amy Street, Regent’s 
Park, New South Wales. 

Hikens, D. Arnolds, M.B., 1955 -(Univ. Riga) (pro- 


visionally registered in accordance with the pro- 
visions of Section 17 (1c) of the Medical Practitioners 


Act, 1938-1957), 41 Townsend Street, Bankstown, 
New South Wales. 


Deaths. 





Tur following deaths have been announced: 

FREWIN.—Oscar Westcott Frewin, on January 1, 1958, at 
Adelaide. 

WaLxker.—Allan Seymour Walker, on January 8, 1958, at 
Sydney. 

Rogsinson.—Arthur Thomas Rowlandson Robinson, on 
January 9, 1958, at Sydney. 





Diarp for the Wontb. 





JAN. 21.—New South Wales Branch, B.M.A.: Medical Politics 


Committee. 
Jan. 22.—Victorian Bran M.A.: Council Meeting. 


JAN. 24,—Queensland Des “B.M.A,: Council ‘Meeting. 


<-> 
lie 





Wevical Appointments: sotsmianrs Motice. 





MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary. of the Branch concerned, or 
with the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales — (Medical Secretary, 186 _isequarie 
Now t Sydney): All contract practice appo 
New South Wales. Anti-Tuberculosis Association of “New 
South Wales. 

Queensland Branch (Honor Secretary, 88 L’Estrange 
Terrace, Kelvin Grove, Brisbane, W.1): All | epplican® for 
Queensland State Government Insurance ositions 
are advised to communicate with the pl aaa retary 
of the Branch before accepting posts. 

South Australian Branch (Honorary Secretary, 80 Brougham 

Place, Adelaide): All contract practice appointments 
in South "Austral fa, 





Cditorial Wotices. 





ALL articles submitted for publication in this Journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Au requested to avoid the use of 
abbreviations and not. "to underline either words or pi 


neferences to articles and books should be carefully cheexced. 
a@ reference the following information 

surname of author, initials of author, y xeon full title of Setscle, 

name of journal, volume, number ot page of the article. 
e abbreviations used for the titles of journals are those 

adopted by the Quarterly Cumulative Index Medicus. If a 

reference is made to an abstract of a pare’: the name of the 

original journal, together with that of journal in which the the 


abstract has appeared, should be given with full date in 
instance. 

Authors who are not accustomed to preparin or 
photographic prints for reproduction are Senak ae to the 
advice of the Editor. 


al articles Soren died, for penitontion are understood to 
be offered to THE MEDICAL JOURNAL OF AUSTRALIA alone, unless 
the contrary is stated. 

All communications should be addressed to = gg Tun 
MEDICAL JOURNAL OF AUSTRALIA, e Printing Seamer 
Street, Glebe, New South Wales. (Telephones: ws 2651-2-3,) 

Members and subscribers are r ested 
THE MEDICAL JOURNAL OF A USTHALIA, a", Psp: 
New South Wales, without delay, of aay irregularity ‘in the 
delivery of this Journal. The t cannot pot any 
responsibility or recognize any claim ari out of non-receipt 
of a unless such notification is received within one 
mon 

SUBSCRIPTION RaTES.—Medical 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in 
tm Australia can the Branches of the “British Medical Association 


nage ee anda others 


in A 

the Manager or through tie os csuat agen 
Subscriptions can commence at the 
and are renewable on age $1. 
within Australia and the British Nations, 
and £6 per annum within America and foreign coun 
payable in advance. 





